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Sachs, E.: Fractures of the Skull. Wisconsin M. J., 
1927, XXvi, 60. 

Compound fractures of the skull with and without 
rupture of the dura should be treated by complete 
débridement, the arrest of hemorrhage, and closure 
without drainage. The object in this type of 
fracture is to prevent infection. If infection occurs, 
it is of advantage to work through a clean skin field. 

Simple depressed fractures should be operated 
upon as soon as possible. In the presence of a poten- 
tial scalp infection or severe shock, operation may 
be delayed to obtain a clean operative field. Eleva- 
tion of these fractures will prevent the development 
of traumatic epilepsy. 

Intracranial hemorrhage occurring rapidly gives 
the classical picture in which there is a lucid interval 
between the first brief period of unconsciousness and 
the deepening stupor followed by the development 
of paralysis or jacksonian convulsions. The site of 
the skull injury is not to be taken as guide to the 
site of the hemorrhage; a neurological examination 
is necessary. The pathological reflexes and paresis 
of the muscles of one side of the body mean hemor- 
rhage on the opposite side of the brain. A-progres- 
sive rise in the blood pressure is diagnostic of in- 
creasing hemorrhage and an indication for immedi- 
ate operation. A subtemporal decompression should 
be done. 

These three groups of cases in which operation is 
indicated constitute only a small percentage of the 
cases of skull fracture. The two groups in which 
operation is rarely required constitute fully 50 per 
cent of the cases. 

Contusion and laceration of the brain and cerebral 
cedema are by far the most frequent results of injury 
to the skull. The brain becomes rapidly oedematous, 
and the marked increase in intracranial pressure is 
for the most part due to the oedema. These cases 
usually show some neurological signs, irregularity 
of the pupils, pathological reflexes, a slow pulse, and 
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irregular or Cheyne-Stokes respiration. In rare 
instances convulsions occur. The blood pressure 
does not increase progressively unless there is an 
associated progressive hemorrhage. The problem 
is to reduce the cerebral cedema. This may be done 
in three ways: (1) by shrinking the brain tissue; 
(2) by removing fluid from the brain cavities, or 
(3) by enlarging the cranial cavity. Of these three 
methods the first is the most effective. It is accom- 
plished by giving hypertonic fluids—33 per cent 
saturated salt solution or 50 per cent glucose solu- 
tion—intravenously. From 1 to 2 c.cm. should be 
given per minute until 60 c.cm of the salt solution 
and from 20 to 40 c.cm. of the glucose solution has 
been administered. Magnesium sulphate may be 
given by mouth or rectum. 

The removal of cerebrospinal fluid may be done 
by ventricular or lumbar puncture. The author ob- 
jects strongly to lumbar puncture, believing it to be 
a frequent cause of death from medullary paralysis. 

The third and the most infrequently used proce- 
dure—the enlarging of the cranial capacity—is sub- 
temporal decompression. The intracranial pressure 
must be reduced by ventricle puncture before the 
dura is opened or else the brain will protrude and 
rupture. 

Rupture of the arachnoid membrane often pre- 
sents a picture similar to that of middle meningeal 
hemorrhage. At operation the dura is tense with 
no evidence of hemorrhage and when it is nicked 
a large amount of yellow and often blood-stained 
cerebrospinal fluid spurts out under pressure. The 
intracranial pressure is at once reduced and the pa- 
tient recovers. 

‘In the author’s opinion the prognosis depends not 
so much on the location of the skull fracture as on 
the injury to the intracranial contents. The more 
severe the laceration and contusion of the brain, 
the graver the prognosis. 

In the discussion of his report Sachs was asked con- 
cerning decompression for convulsions. He believes 
that decompression should be done if repeated 
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jacksonian convulsions establish the site of cortical 
irritation. Another question asked him related to 
injury to the pituitary. Sachs stated that in some of 
these cases polyuria develops and others symptoms 
of hypopituitarism are noted several years later. 

J. Evwin Kirkpatrick, M.D. 


Carter, B. N.: Fractures of the Skull. Ohio State M. 
J., 1927, xxiii, 128 


Carter reports upon 380 cases of fracture of the 
skull seen at the Cincinnati General Hospital in the 
period from 1922 to 1925 inclusive. He correlates 
the symptoms and the indications for treatment. 
The signs may be divided into two main groups, 
viz., the signs of generalized increased intracranial 
pressure and the localizing signs. Early recognition 
of the former is essential in order that measures for 
the relief of the pressure may be instituted. Localiz- 
ing signs are of value in indicating the site at which 
the pressure should be relieved. 

Much may be learned from the state of conscious- 
ness. In the group of 106 patients who were con- 
scious on their admission to the hospital the mor- 
tality was 7.2 per cent, while in the group of 106 who 
were semiconscious it was 16.7 per cent, and in the 
group of 177 who were unconscious for various 
periods of time it was 68 per cent. Maintenance of 
the level of consciousness is favorable, but a deepen- 
ing coma is indicative of the necessity for relief of 
intracranial pressure. The classical picture of im- 
mediate unconsciousness followed by a lucid interval 
and then a second loss of consciousness should de- 
mand immediate operation for the control of intra- 
dural hemorrhage. 

The temperature means little unless it is very high 
orlow. Botha very high and a very low temperature 
indicate a poor prognosis. In the group of 135 pa- 
tients who had a normal temperature at the time of 
their admission to the hospital the mortality was 
24.3 per cent. Among the others, who had a sub-nor- 
mal temperature on admission, it was 45.9 per cent. 

One of the most reliable guides in the diagnosis 
and treatment is the pulse. Progressive slowing of 
the pulse means a progressive increase in the intra- 
cranial pressure. A change in the pulse from a very 
slow to a very rapid rate is usually a sign of cerebral 
decompensation. Cases with pulse rates mounting 
to 120 or over have a very poor prognosis even if 
operation is done. 

A steadily slowing respiration with irregularities 
of depth is of importance as a sign of increasing 
pressure. In the 338 cases in which the respiratory 
rate was over 12 per minute at the time of the pa- 
tient’s admission to the hospital the mortality was 
32.8 per cent; in the twenty cases with a rate of 12 or 
less per minute it was 71 per cent; and in seventy- 
five cases with Cheyne-Stokes respiration it was 80 
per cent. 

Blood-pressure changes are not accurate indicators 
of intracranial pressure. 

Changes in the fundi do not occur early enough 
to give information regarding increased pressure 


when such information is most needed, but in late 
conditions of long-sustained pressure it is a valuable 
sign. 

The amount of intracranial damage is indicated by 
the changes in the pupils. In the cases reviewed in 
which the pupils were dilated and fixed at the time 
of the patient’s admission to the hospital the mor- 
tality was 100 per cent. In the 119 cases in which 
the pupils were unequal it was 59 per cent, and in 
those with no pupillary change it was 26 per cent. 
The outlook is better when a dilated pupil contracts 
to normal size, but when a normal pupil dilates, 
intradural or extradural hemorrhage is suggested. 

Hemiplegia is an absolute indication for operation 
and a contra-indication to lumbar puncture. In 
twenty-nine cases with paralysis of the extremities 
the mortality was 49 per cent. 

Reflex changes were found to be unreliable. 
Absence of reflexes is a grave sign. In thirty-eight 
cases with reflex changes the mortality was 39 per 
cent; in 316 cases without reflex changes it was 31 
per cent; and in thirty-five cases without reflexes it 
was 95 per cent. 

Bleeding from the ears, nose, or mouth means 
extensive damage to the base of the skull. Jn eighty 
cases with bleeding from the nose or mouth the 
mortality was 50 per cent; in 137 with bleeding from 
the ear it was 37 per cent; and in the remainder 
without bleeding it was 20.8 per cent. Cleansing of 
the external ear with alcohol and the avoidance of 
irrigation and packs lowered the incidence of 
meningitis to three cases. Of the three cases in 
which brain substance was found in the external 
auditory meatus, two were fatal. 

The more serious types of fractures are those of 
the base of the skull and the less serious types those 
involving the vault. In the series of cases reviewed 
there were seventy-six of fracture of the base with a 
mortality of 39.8 per cent; 160 of fracture of the base 
and vault with a mortality of 59.6 per cent; and 112 
of simple fracture of the vault with a mortality of 
13.3 per cent. Compound fractures of the vault 
were treated by immediate operation In the eleven 
cases of this type the mortality was 56 per cent. A 
very serious type of fracture was the compound 
comminuted depressed fracture with extensive 
cortical laceration and associated basilar injury. 
In the twenty cases of this type the mortality was 
60 per cent. 

In cases with extradural hemorrhage, prompt 
early operation gives the patient his only chance. In 
the sixteen cases of this type in the series reviewed 
the mortality was 50 per cent. The diagnostic 
features are: (1) the history, (2) hemiplegia, (3) 
dilation of one pupil, and (4) clear spinal fluid under 
high pressure and of small amount. 

From the point of view of treatment, cases of 
skull fracture may be grouped as follows: (1) those 
with a mild degree of injury in which recovery will 
result, (2) those with injuries incompatible with life, 
in which death results quickly whatever treatment 
is given, and (3) those in which the outcome is 
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roblematical and life depends upon the surgeon’s 
judgment and skill. 

The chief objects in the treatment are to keep the 
intracranial pressure within normal limits, to pre- 
vent immédiate complications, such as meningitis, 
brain abscess, etc., and to prevent so far as possible 
the late effects of skull fracture such as paralysis, 
epilepsy, and mental changes. 

On the patient’s admission to the Cincinnati Gen- 
eral Hospital he is subjected to a general and 
neurological examination, an X-ray examination 
of the skull is made as soon as practicable, a spinal 
puncture with pressure reading (normal, 7 to 10 cm. 
of water) is done at once, and a record of the pulse 
and respiration is made at twenty-minute intervals. 
In cases of compound fracture, depressed fracture, 
and extradural hemorrhage operation is done im- 
mediately if the patient’s condition permits. For 
the relief of intracranial pressure the author relies 
on lumbar puncture and decompression. 

In 1922 Jackson advocated spinal puncture as a 
therapeutic and diagnostic aid in skull fractures. 
Of 308 cases in which one or more spinal punctures 
were done, ill effects characterized by symptoms of 
medullary compression were seen in only two, and in 
these there were large extradural haemorrhages. 
The contra-indications are: (1) a compound frac- 
ture with open dura or the copious discharge of cere- 
brospinal fluid from one ear, and (2) extradural haem- 
orrhage. In cases with the former there is danger 
of meningitis, and in cases with the latter, the dan- 
ger of medullary compression. 

The author classifies the cases reviewed from the 
point of view of spinal puncture. His conclusions 
may be summarized as follows: 

1. Spinal puncture is not dangerous if it is prop- 
erly used. 

2. In selected cases it has great valueYas a 
therapeutic measure and should displace decom- 
pression. 

3. It is a satisfactory indicator of intracranial 
pressure and subsequent therapy 

4. Incases with clear fluid of small amounts under 
high ens extradural hemorrhage is to be sus- 

ted. 

The subtemporal decompression described by 
Cushing was used in cases in which repeated spinal 
FS gana showed either a rising or a continuously 

igh pressure; those in which an extradural hemor- 
rhage was suspected; and those in which there was 
persistent weakness of an extremity. Simple de- 
pressed fractures were operated upon as soon as 
possible. Compound fractures were treated by 
thorough débridement. When the dura could not be 
closed, a fascial transplant from the thigh was used. 

One hundred and fourteen cases were operated 
upon as follows: débridement of extensive scalp 
wounds associated with linear fractures, five cases, 
with no mortality; subtemporal decompression, 
eighty-three cases, with a mortality of 53 per cent; 
elevation of a depressed fracture, eighteen cases, 
with a mortality of 25 per cent; elevation of a de- 
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pressed iracture combined with subtemporal decom- 
pression, eight cases, with a mortality of 60 per cent. 

The complications were few. Meningitis occurred 
in three cases and slight wound infection in two. 

The total mortality was 37.2 per cent. Of the 145 
deaths, ninety-one (62.7 per cent) occurred during 
the first twelve hours. These occurred in the group 
of cases in which death results quickly regardless of 
the treatment. The remaining 298 deaths occurred 
in the groups of cases in which recovery usually re- 
sults quickly and those in which the outcome is 
problematical. The mortality in the latter two 
groups was 18.1 per cent. 

Of forty-five patients re-examined at the end of 
three or four years, only three were totally disabled 
by persistent severe mental changes. Residual 
symptoms resulting from local damage at the time of 
the injury, such as deafness, tinnitus, loss of the 
senses of smell and taste, ocular palsies, and persist- 
ent paralysis, cannot be remedied. Other symptoms 
such as persistent headache, dizziness, mental 
changes, and convulsions seem to be the result of 
prolonged intracranial pressure. In the author’s 
opinion, the number of these can be diminished by 
relieving the intracranial pressure promptly, keeping 
it as nearly normal as possible during convalescence, 
and making sure that it is normal before the patient 
is discharged. J. Epwin Kirkpatrick, M.D. 


Teachenor, F. R.: Intracranial Complications of 
Fracture of the Skull Involving the Frontal 
Sinus. J. Am. M. Ass., 1927, |xxxviii, 987. 


In the author’s opinion, fractures involving the 
frontal sinus are the source of intracranial infection 
with greater frequency than all other fractures of 
the skull combined. When the inner wall of the sinus 
is fractured, infection is almost inevitable because 
of the formation of a blood clot in the sinus and the 
subsequent infection of the clot by material from the 
nasopharynx during coughing, sneezing, or forceful 
blowing of the nose. Teachenor therefore advocates 
routine drainage of the frontal sinus in all cases of 
skull injury in which this sinus is involved. 

The operation can be done under local anesthesia. 
The small rubber tube used for drainage is so placed 
that its lumen is directly over the lumen of the 
frontal duct leading into the nasal cavity. 

Involvement of the frontal sinus is manifested by 
epistaxis, a constant sign, and is shown by the X-ray. 

Antuony F. Sava, M.D. 


EYE 


Patton, J. M.: Contact Localization of Intra- 
Ocular Foreign Bodies. Am. J. Ophth., 1927, 
3S. X, 96 


Geometrical methods of localization are satisfac- 
tory only when they are carried out by a roentgen- 
ologist interested in the technique and in the case 
of a patient who will maintain a constant fixation 
and who has an intra-ocular foreign body that 
will throw a sufficient shadow. When it has been 
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impossible to meet these requirements other methods 
have been employed. Chief among these was the 
clamping of bits of metal into the conjunctiva. As 
this method necessitated the wounding of the con- 
junctiva, the use of light wire rings was devised. 
The author makes a 2-mm. ring of No. 26 soft silver 
suture wire and clamps it into the conjunctiva near 
the limbus, below, and at the horizontal margins. 
Vircit Wescott, M.D 


Imre, J., Jr.: Protection of the Eyes by Reflecting 
Glasses. Arch. Ophth., 1927, |vi, 141. 


The author discusses: (1) the common colored 
glasses produced without any scientific basis and 
recommended for healthy as well as diseased eyes, 
(2) glasses which absorb the untraviolet rays, and 
(3) glasses which absorb the infrared rays. 

Most of the modern protecting glasses are recom- 
mended for absorption of ultraviolet rays. Glasses 
that are equally good for either end of the visible 
spectrum are not in use. Some of the Crookes glasses 
absorb the ultraviolet rays under 390 and also from 
35 to 37 per cent of the infrared rays. This, how- 
ever, is not satisfactory. 

The generally known protecting glasses are all 
faulty in that they fail to give protection against 
heat rays. Through absorption a considerable 
quantity of the visible rays are lengthened and 
changed to heat rays, a decided accumulation of 
heat being thereby produced behind the glasses. 

It is very desirable that the superfluous and harm- 
ful rays should be held back from the eyes, not by 
absorption, but by reflection. Reflection is increased 
in glasses which have the characteristics of a mirror 
but let through the necessary quantity of visible 
rays. 

It is known that very thin metallic layers are 
transparent but have quite an extraordinary reflec- 
tion ability. Most of the rays which do not pass 
through the thin metal layers are reflected. 

Using glasses having very thin layers (10-15 mil- 
lionth millimeter) of gold, silver, and platinum, the 
author found by experimentation that infrared, 
ultraviolet, and varying amounts of visible rays can 
be reflected. 

The wearing of such glasses is very agreeable 
because there is no accumulation of heat behind 
them. Smoked glasses allow the penetration of heat 
waves. For very acute iritis the author uses platinum 
glasses with a thickness that reflects 98 per cent. 
The 2 per cent of visible rays is quite sufficient 
because the eye becomes adapted to this quantity of 
light in ten or fifteen minutes. 

Tuomas D. ALLEN, M.D. 


Benedict, W. L., Lackum, W. H. von, and Nickel, 
A. A. C.: The Pelvic Organs as Foci of Infec- 
tion in Inflammatory Diseases of the Eye. 
Arch. Ophth., 1927, \vi, 116. 


The relationship between diseases of the eye and 
infection about the roots of teeth and in the tonsils 
is one of metastatic inflammation through the trans- 


fer of organisms by the blood stream. It would seem 
that an analogous relationship exists between other 
organs of the body in which pathogenic bacteria 
may become indigenous without the production of 
local symptoms. Many of the metastatic inflamma- 
tions of the eye due to focal infection have been 
relieved by the removal of infectious processes or by 
the treatment of infected areas and the elimination 
of bacterial infection. 

Scleritis and sclerosing keratitis frequently occur 
in the eyes of women at the beginning of the 
menstrual period. The periodical exacerbations of 
scleritis occur quite regularly, beginning a day or two 
before menstruation and lasting for from two to five 
days. A remission occurs between the menstrual 
periods. 

In an attempt to reproduce disease in the eyes of 
animals by means of cervical cultures, six cultures 
from the cervices of six patients with lesions of the 
eye were injected into sixteen rabbits. Five (31 per 
cent) of the animals developed macroscopic lesions 
of the eye. To show that the prostate also harbors 
pathogenic organisms, eighteen cultures from the 
prostates of eighteen patients with lesions of the 
eye were injected into forty-five rabbits. Thirteen 
rabbits (29 per cent) developed macroscopic lesions 
of the eye. Therefore, of a total of sixty-one rabbits 
injected with these twenty-four strains, eighteen, 
(30 per cent) developed lesions of the eye in con- 
trast to 7 per cent of 181 animals injected with 
seventy-nine strains obtained from the teeth, ton- 
sils, prostates, and cervices of patients without 
disease of the eyes. 

In another series of experiments with cultures from 
the teeth, tonsils, prostate, and cervix, 335 strains 
from patients having lesions other than those of the 
eye were injected into 798 animals. Less than 1 per 
cent developed lesions of the eye. When strains from 
the prostates and cervices of patients with lesions 
of the eye were used, 30 per cent of the animals 
injected developed lesions of the eye. 


Shahan, W. E.: Panophthalmitis, Evisceration, 
Sympathetic Ophthalmia. Am. J. Ophth., 1927, 
3S. X, 120. 


Shahan reports a case of perforating injury of the 
ciliary body with incomplete destruction of the 
contents of the globe by panophthalmitis. Eviscera- 
tion was done fifteen days after the injury and sym- 
pathetic ophthalmia developed in the other eye. 
Twenty days after the evisceration, symptoms of 
irritation with gradual loss of vision were noted. 
The shrunken globe was enucleated and atropin, 
sodium salicylate, and neosalvarsan were given. The 
eye gradually recovered and vision and accommoda- 
tion returned to normal. 

Evisceration was done to avoid the possibility 
of meningitis. Atropin was instilled not only be- 
cause of the uveitis but also because Adler’s research 
seems to prove that the permeability of the vessel 
walls to protein molecules is diminished after its use. 
Salicylates were given by mouth as advocated by 
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Gifford, and neosalvarsan was used because of the 
theory advanced by Jones and Browning that 
sympathetic ophthalmia has certain characteristics 
of protozoal disease. Vircit Wescott, M.D. 


Garretson, W. T., and Cosgrove, K. W.: Ulceration 
of the Cornea Due to Bacillus Pyocyaneus. 
J. Am. M. Ass., 1927, \xxxviii, 700. 


The authors report an epidemic of sixteen indus- 
trial cases of infection of the cornea with bacillus 
pyocyaneus, a condition that is comparatively rare. 
As these cases all originated in the same industrial 
plant in which the men were in widely separated 
buildings, it was assumed that the boric acid first- 
aid solution was the most probable source of the 
infection. Proper first aid treatment was given, but 
‘corneal ulcers developed in from one to four days 
following the injury and only three cases failed to 
show any corneal abrasion macroscopically. 

The primary treatment for the ulcers consisted in 
the use of the actual cautery followed by cauteriza- 
tion with phenol neutralized in two or three seconds 
with 95 per cent alcohol, irrigation of the eye with 
boric acid, and the introduction into the conjunc- 
tival sac of a mercury ointment. In several cases 
repetitions of this treatment were necessary. 

Subsequently boric acid irrigations were given 
every one or two hours, and after each irrigation the 
mercury preparation was again introduced into the 
conjunctival sac. A 1 per cent solution of mer- 
curochrome-220 soluble and a 1 per cent solution of 
atropine were used three times a day. Cold com- 
presses were applied continuously. 

The ulcers remained active for from three to 
twenty days and the period of repair ranged from 
four to fifteen days. In three cases perforation of 
the cornea occurred. In two, complete healing 
resulted when the perforation was covered by a 
conjunctival flap, but in the third, enucleation 
became necessary because of a persistent fistula. 

The men were able to return to work after from 
sixteen to eighty-five days. At the end of four 
months six of the sixteen patients had vision between 
20/20 and 20/30. In four other cases large objects 
could be seen. In the remaining five cases vision 
was less than 1/20. 

The authors believe that bacillus pyocyaneus may 
produce in an already injured eye severe ulceration 
of the cornea, and that when it is mixed with 
staphylococcus albus or aureus more destruction 
results than when only the staphylococcus is present. 
Radical treatment is necessary early to check the 
rapid spread of the ulcers. The resulting scars seem 
to be more transparent than those due to infection 
by the pneumococcus. Grorce R. McAuirr, M.D. 


Gifford, S. R., and Lucic, L. H. Sympathetic 
Uveitis Caused by the Virus of — Simplex: 
Report of Experiments. J. Am. M. Ass., 1927, 
Ixxxviii, 465. 


In experiments on rabbits the authors inocu- 
lated the uveal tract and chiasm with the virus 
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of herpes simplex. The resulting pathological pic- 
ture was quite similar to that seen in sympathetic 
ophthalmia in man. The active virus could 
demonstrated in the other eye by positive corneal 
inoculations, and, in one case, uveitis of both eyes 
was produced by ‘inoculation from the second eye of 
an infected rabbit to the ciliary pouch of a second 
rabbit. A further positive corneal inoculation from 
the second eye of this animal was obtained, show- 
ing transmission of the virus through three genera- 
tions from the first sympathizing eye. 

Sections indicated that the nerve and chiasm were 
the routes of extension of the infection from one 
eye to the other. Inoculations from a clinical case 
of sympathetic ophthalmia were negative. The 
theory that the cause of sympathetic ophthalmia is 
a filtrable virus with neurotrophic properties similar to 
those of the herpes virus is given some support by 
this work. Tuomas D. ALLEN, M.D. 


Bedell, A. J.: The Anterior Lens Capsule: A 
Clinical and Pathological Study. J. Am. M. 
Ass., 1927, Ixxxviii, 548. 

Bedell discusses the congenital, inflammatory, 
and traumatic changes occurring in the anterior 
lens capsule. Among the congenital changes are 
pupillary membranes and certain types of pigmenta- 
tion. Of the pathological changes the most im- 
portant is exudate on the capsule. Frequently, in 
addition, blood vessels are found on the capsule. 
These are always evidence of an intra-ocular lesion; 
if they are present without injury, they indicate 
chronic uveitis. Certain types of pigmented cell on 
the capsule are of inflammatory origin. 

Trauma causes folds in the lens capsule, localized 
cataracts involving the capsule, siderosis, and rings 
of deposit such as Vossius has described. Following 
an iridectomy, normal and abnormal conditions of 
the zonular fibers may be seen. When a congenital 
coloboma of the iris is present and when the pupil is 
widely dilated, the capsule affords an interesting 
field for study. The various changes described are 
recognized more easily and the prognosis regarding 
them is rendered more accurate when the slit lamp 
is used. Tuomas D. ALLEN, M.D. 


Smith, H.: The Treatment of the Iris in Cataract 
Operations. Arch. Ophth., 1927, lvi, 105. 


Smith states that prolapse of the iris does not 
occur until after the sclerocorneal wound has become 
sufficiently sealed to permit the re-establishment of 
intra-ocular tension. When the patient gives a 
squeeze with the orbicularis, it is then burst open 
and the iris is swept into the wound with the gush of 
escaping aqueous. If it remains intact, it is bal- 
looned out by the pressure of the aqueous from be- 
hind. Therefore Smith does not make a conjunctival 
flap nor suture the corneal wound. 

His technique in cataract extraction is as follows: 
(1) 180 degrees corneoscleral section; (2) tumbling 
lens (intracapsular extraction) and delivery of the 
lower end first; (3) three peripheral iridectomies, 10 
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o’clock, 12 o’clock, and 2 o’clock; (4) eserine oint- 
ment while the patient is on the operating table and 
every second day for a few times; and (5) potassium 
bromide in large doses. Smith does not paralyze 
the orbicularis or inject the seventh nerve or truss up 
the eyelid with apparatus. He believes that the nor- 
mal tonic contraction of the orbicularis affords an ex- 
cellent splint, better than any substitute yet devised. 

When prolapse has occurred, Smith does not inter- 
fere until from twelve to fourteen days after the 
operation because of the extraordinary sensitivity of 
the iris after the operation. 

The treatment of “drawn up” pupil he divides 
into four types of operations. The two he uses and 
recommends are as follows: 

1. A sharp cataract knife is inserted at right 
angles to the surface of the cornea where the lower 
edge of the pupil is to be, and an opening is made 
just large enough for the introduction of a pair of 
forceps. A fine pair of iris forceps is then intro- 
duced, the margin of the iris grasped and brought 
out, and the smallest piece possible is cut off. This 
leaves a pupil which looks normal and is in normal 
position. The scar in the cornea is out of the way 
of the pupil and so fine as to be visible only on care- 
ful inspection. 

2. A knife is passed on the flat just behind the 
sclerocornea at 5 or 7 0’clock, according to which 
eye is affected, and driven across in front of the iris 
to the opposite sclerocornea. So far no leakage will 
have occurred if the knife is held lightly. The edge 
of the knife is then twisted 30 degrees back, the 
point leaning well into the vitreous, and the knife 
then withdrawn, the handle being raised to keep the 
point leaned into the vitreous and the back of the 
blade pressed against the sclerocorneal incision. If 
a straight cataract knife in first class condition is 
used in this way it never fails to cut the iris. The 
secret of success lies in the use of the knife to make a 
draw out. If the knife is simply pushed against the 
iris it will not cut; however sharp it may be the iris 
simply recedes before it. Tuomas D. ALLEN, M.D. 


Chase, L. A.: Diabetic Lipeemia Retinalis. Canadian 
M. Ass. J., 1927, xvii, 197. 

Chase reports a case of diabetic lipawmia retinalis 
which showed hyperlipamia, hyperglycemia, acido- 
sis, and glycosuria. Under treatment with insulin, 
the glycosuria and acidosis cleared up rapidly and 
the lipemia cleared up in fifteen days. 

Tuomas D. ALLen, M.D. 


Troncoso, M. U.: Retinosis, Retinitis Externa, and 
Choroiditis. Am.J.Ophth., 1927, 3s. x, 81. 


Histologically the tissues of the choroid and 
retina are intimately associated but have two sources 
of blood supply, one the retinal arteries, a terminal 
system, and the other, the choriocapillaris. The 
intimate association and contact of the tissues and 
the dual blood supply make for a multiplicity of 
degenerations and inflammations with consequent 
difficulty in their differentiation and definition. 


Anatomically, inflammations and degenerations 
of the inner coats of the eye may be divided into 
those affecting the choroid, those affecting the 
external retina, and those affecting the internal 
retina. The term “‘retinosis’’ issuggested to indicate 
degenerative changes in contradistinction to changes 
of inflammatory origin. Most of the degenerative 
changes occur in the internal layers of the retina. 
Troncoso suggests also a classification of retinitis, 
retinosis, and choroiditis. | Vircit Wescott, M.D. 


McC-ea, H. M.: Retinal Petechiasis, a Clinical 
Entity of Auto-Intoxication. Proc. Roy. Soc. 
Med., Lond., 1927, xx, 607. 

Retinal petechiasis is defined as an exudation of 
blood through the walls of the retinal vessels with- 
out rupture of the vessel wall as in retinal hamor- 
rhage. It is brought about by circulating toxins 
from distant foci of infection and is relieved by the 
removal of the foci of infection. 

The author reports the cases of fifteen patients 
ranging in age from 4o to 83 years. In most of the 
cases the organisms responsible were streptococci, 
but in some of them the causative agent was the 
colon bacillus. Dental foci occurred as definite 
alveolar infection at the roots of the teeth, often 
behind the lower wisdom teeth. In most of the cases 
of tonsillar infection the tonsils were small and 
buried and pus could be pressed from them after 
retraction of the pillars. This secretion was exam- 
ined microscopically. In many cases the maxillary 
and ethmoid sinuses were infected. The author 
recommends that, in the absence of definite findings 
elsewhere, the antra be washed out on suspicion. In 
one case in which the bacillus coli was found in the 
catheterized urine the condition cleared up under the 
use of a vaccine and hexamine. 

SamueEt A, Durr, M.D. 


Godwin, D. E.: Chorioretinitis and Recurrent 
Hemorrhages into the Retina and Vitreous 
from Multiple Focal Infection. Am. J. Ophth., 
1027, 33. X, 17%. 

Following a review of the literature on recurrent 
hemorrhage of the retina which cleared up after the 
removal of infected foci, the author reports the case 
of a man 29 years old whose first attack of chorio- 
retinitis with hemorrhage occurred at the age of 21 
years. The patient was first seen in a second attack 
which accompanied a severe nasal infection. Fol- 
lowing the removal of an infected tooth, the eye 
cleared with vision of 6/4. One month later the same 
ocular condition recurred with purulent rhinitis. An 
ethmoid operation was followed by very slow im- 
provement. 

Ten months later there was an exacerbation of the 
eye symptoms and a tonsillectomy was done as 
the tonsils were obviously infected. Later, the right 
frontal sinus was opened intranasally following the 
appearance of pus at its nasal opening. At this time 
the affected eye deviated upward 9 degrees, but 
ultimately the deviation disappeared spontaneously. 
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The eye then remained straight, but the uveitis con- 
tinued and an external frontal sinus operation was 
done. The eye has since been quiet and has had more 
than the average visual acuity, but there is a large 
scotoma in the upper field. Samuer A. Durr, M.D. 


Ochi, S.: Cystic Degeneration of the Retina. Am. 
J.Ophth., 1927, 3s. X, 161. 


Cystic degeneration in the peripheral part of the 
retina occurs most frequently in elderly persons but 
may be found also in children. Histological examina- 
tions of the eyes of fifteen children ranging from 
newborn infants to children 4 years and 7 months of 
age revealed the condition in three, all about 4 years 
old. Ochi disagrees with the old theory that the condi- 
tion is due to the close connection of the peripheral 
retina with the vitreous body and the influence of 
contraction of the ciliary muscle. 

SAMUEL A. Durr, M.D. 


Clarke, E.: Coloboma at the Macula (Both Eyes). 
Brit. J. Ophth., 1927, Xi, 97. 

Mann, I. C.: On Certain Abnormal Conditions 
of the Macular Region Usually Classed as 
Colobomata. Brit. J. Ophth., 1927, xi, 99. 


CLARKE reports two cases of coloboma of the 
macula. In the first case the condition was bilateral 
and the eyes were markedly myopic. During the 
patient’s infancy there was a horizontal nystagmus. 
Later this disappeared. Vision with correction was 
6/24, and near vision was J. 2. There were other con- 
genital defects as well. In spite of the reduction in 
vision the patient was able to go through college and 
enjoyed various games including tennis. In the 
second case the right eye was normal, but the left 
was small and showed a large coloboma at the 
macula. Vision in the left eye with correction was 
only hand movements. 

MANN classifies so-called colobomata of the macu- 
la into three groups: (1) pigmented macular colo- 
bomata (2) non-pigmented colobomata, and (3) 
macular colobomata associated with abnormalities 
of the blood vessels. In the first, which are the most 
common, the choriocapillaris is absent, while normal 
retinal vessels are seen overlying the defect. The 
second type shows a pearly white defect. with an 
ectatic base. The retinal vessels stop abruptly at 
the margin. Cases of the third type show a blood 
vessel coming from the floor of the defect, either into 
the vitreous or anastomosing with a branch of the 
central artery of the retina. Mann does not accept 
the view that these changes are developmental. She 
believes they may be due to intra-ocular hemorrhage 
at birth, an intra-uterine choroiditis, or a postnatal 
macular disease. SAMUEL A. Durr, M.D. 


Hepburn, M. L., Batten, R. D., Mann, I. C., Daven- 
port, R. C., and Others: Discussion of Colo- 
boma of the Macula. Proc. Roy. Soc. Med., Lond., 
1927, XX, 433- 

In this discussion it is evident that there is a slight 
difference of opinion with regard to the etiology and 
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therefore the exact nature of coloboma. Hepburn 
and Collins discussed the type which develops on a 
non-inflammatory basis and is due to an arrest of 
development. 

The others grouped with this type the cases in 
which pigment is found in smaller or larger amounts 
and seemed to be unanimous in the opinion that the 
condition is always due to some irritative or inflam- 
matory condition, usually a fetal lesion, and that 
when it is prenatal, there was some ectasia of the 
sclera at that point. Butler reported a case of 
coloboma with heaped-up pigment in one eye and 
the other eye normal. After several years the 
normal eye developed tubercles in the macula. The 
tubercles cleared up under treatment, but later 
recurrences resulted in blindness. 

Tuomas D. Atten, M.D. 


EAR 


M’Kenzie, D.: Dermatitis of the External Meatus. 
J. Laryngol. & Otol., 1927, xlii, 149. 

Gray, A. M. H.: Common Inflammatory Affections 
of the Skin of the External Ear. J. Laryngol. & 
Otol., 1927, xlii, 155. 

Ormerod, F. C.: Intractable Forms of Dermatitis 
of the External Ear in Cases of Chronic Suppura- 
tive Otitis Media. J. Laryngol. & Olol., 1927, xiii, 
165. 

M’KeEnziE discusses furunculosis, desquamative 
otitis externa, otomycosis, primary diphtheria, syphi- 
litic condyloma, and chronic eczema. 

Furunculosis, a common condition, is difficult to 
combat and presents diagnostic pitfalls. By its 
posterior extension a subcutaneous abscess over the 
mastoid may be produced. Exploration of the mas- 
toid process may then be necessary to establish the 
diagnosis. Sequelae such as perichondritis, cellu- 
litis of the neck and face, and extension to the mid- 
dle ear are encountered. In some cases vaccine 
therapy is of value. 

Desquamative external otitis is usually found 
deep in the external canal. The essential cause is 
unknown. 

Chronic dermatitis of the canal is frequently pro- 
duced by fungi. The diagnosis is made by micro- 
scopic examination of the débris. In certain cases, 
the clinical picture is typical. Such cases clear up 
under the daily instillation of alcohol. 

Primary diphtheria, if suspected, is easily veri- 
fied by culture. Antitoxin is a specific remedy. In 
the author’s cases, a typical membrane was visible. 

Syphilitic condylomata are rare and _ usually 
superimposed on the moist surface resulting from 
chronic suppuration of the middle ear. The lesions 
are multiple, discrete, red, irritable looking papules 
resembling certain types of acute eczema. 

Chronic infiltration of the meatal lining presents 
diagnostic and therapeutic difficulties. Suppuration 
of the middle ear must be excluded if possible. The 
treatment usually consists in removal of the accu- 
mulated débris and the application of silver nitrate 
solution to the lining, followed by ear drops of glyc- 
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erin and lead acetate in water and, as the acute 
phase subsides, the use of 10 per cent ichthyol 
with zinc oxide and calamine suspended in liquid 
paraffin. 

Gray discusses pyogenic infections of the skin of 
the external ear. The streptococcal group includes 
erysipelas which is characterized by intense local 
redness and swelling of the ear and severe constitu- 
tional symptoms. The most common streptoccocal 
infection is impetigo contagiosa. The simple type is 
characteristic. In cases secondary to purulent otitis 
media, the simple variety is often complicated by 
diffuse inflammation of the surrounding skin. In 
addition to mechanical removal of the crusted 
lesion, mild antiseptic solutions and ointment such as 
Lassar’s paste are used. ‘The author emphasizes the 
value of the X-rays. Roentgen treatment is advo- 
cated also for chronic inflammatory dermatoses. 

Impetigo frequently occurs as red patches in the 
postauricular sulci. 

Furunculosis of the external canal is usually the 
result of staphylococcal infection. General tonic 
measures with local incision of the mature lesion are 
advocated. The author concludes that autogenous or 
stock vaccines are not to be relied upon in these cases. 

Eczema is defined as “a superficial serous inflam- 
mation of the skin which varies considerably in type 
in relation to the intensity of the irritant applied or 
to the sensitiveness of the particular skin, but which 
has no specific characters sufficient to indicate its 
causation.’’ Acute eczema may be caused by various 
chemical, physical, or parasitic agents. The primary 
step in the treatment is the isolation of the specific 
irritant. Sedative lotions should then be used. Some 
cases, the so-called infectious eczematoid dermatitis 
of Engman, are due to low grade pyogenic organ- 
— In chronic eczema the ear is usually red and 
scaly. 

Seborrheeic dermatitis may be limited to the ears, 
but typical patches are usually found on the fore- 
head, around the nose, and on the trunk. The lesions 
consist of scaly eczematous circumscribed patches. 
Weak sulphur and salicylic acid ointment usually 
clears up the condition. 

Psoriasis is associated as a rule with typical 
lesions on the extensor surface of the limbs or on the 
trunk. Chrysarobin, pyrogallol, or tar ointments 
are commonly used. 

Angioneurotic oedema may localize in one ear. 
Erythema pernio frequently attacks the helix of the 
ear. In the latter condition, glandular extracts, 
local massage, and calcium salts are beneficial. The 
chronic form of lupus erythematosis is frequently 
seen on the ears. 

Herpes simplex of the ear may occur in any febrile 
condition. Herpes zoster is uncommon. 

Lupus vulgaris may spread to the ear from the 
face. The primary lesion is a pinhead-sized granu- 
loma beneath the epidermis surrounded by a zone 
of vascular congestion. A group of “lupus nodules” 
form a characteristic patch. These patches may 
ulcerate. 


Primary chancres of the auricle are rare. The 
papular and pustular syphilide are fairly common. 

OrMEROD deals exclusively with the changes in 
the external ear resulting from chronic suppurative 
middle-ear disease of from eight to twelve years’ 
duration. The changes in the external ear vary from 
a slight desquamative eczema to a massive peri- 
chondritis with deep fissures and stenosis of the 
meatus. 

Of thirty cases, all but one showed some degree 
of stenosis of the external meatus. In thirteen, there 
was eczematous excoriation, and in eleven a fissuring 
of the skin in or near the meatus. In twelve cases a 
uniform increase in thickness of the ears or massive 
perichondritis was noted. 

The treatment consisted in the use of fluid 
reagents and ointments. Of the pigments used, 
solutions of silver nitrate in spirit of nitrous ether 
gave the best results, particularly in cases with 
massive perichondritis or fissure. Calamine or 
yellow oxide of mercury ointment was particularly 
effective. 

Long-continued regular treatment resulted in 
clinical improvement, but no positive cures were 
recorded. W. M. Paton, M.D. 


Magnien, P. L.: The Clinical Value of Roentgen- 
ography of the Temporal Bone (Valeur clinique 
de la radiographie de l’os temporal). Arch. internat. 
de laryngol., 1926, xxxii, 1158. 

From the point of view of roentgen examination 
the temporal bone presents three parts, the petrous 
pyramid, the mastoid, and the squamous portion. 
Each of these parts requires a different roentgen 
technique. Ferreri’s study of the embryo shows that 
a center of ossification for the petrous pyramid 
develops about the third month, and that after the 
fourth month the chief parts of the internal ear 
can be seen. Pneumatization of the mastoid does 
not appear in the child before the eighth year of 
age. 

eThe mastoid and the base of the petrous pyramid 

may be studied together. They may be studied with 
an oblique sagittal incidence, an oblique profile 
incidence, and a vertex-chin or chin-vertex incidence. 
The oblique profile incidence is used for the squam- 
ous portion and the positions of Stenwers and Hirtz 
for the tip of the petrous portion. Roentgen examina- 
tion of the squamous portion reveals a special form 
of mastoiditis, called temporal mastoiditis, which is 
particularly severe on account of its extent and com- 
plications, and shows the necessary extent of the 
mastoidectomy indicated in such cases. 

Roentgen study of the mastoid seems to confirm 
the theory of Reverchon and Worms that a solid 
mastoid is always the result of an old infection. A 
normal mastoid is either pneumatic or diploic. In 
the diploic form the solid partitions between the 
cells are broader than in the pneumatic form but the 
cells are still present. A comparative study of the 
normal and diseased mastoid in the same subject 
shows that the normal mastoid is pneumatic. 
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In acute otitis and mastoiditis there are three 
stages of simple inflammation. In the first stage, 
there is a veil of greater or less density covering the 
mastoid cells, and in the second, decalcification with 
decreased density of bone. In the third, there is a 
haziness of the whole region and the structure of the 
mastoid has disappeared entirely. In chronic otitis 
or mastoiditis the normal mastoid is still alveolar 
in structure while the diseased side shows eburna- 
tion and atrophy. A comparison should be made of 
plates with a different incidence to determine the 
exact topography of the lesions. This examination 
is of great value in showing latent chronic mastoiditis. 

Roentgen examination of the petrous pyramid 
gives valuable information not only in cases of 
traumatism but also in those of cerebellopontine 
tumors and tumors of the auditory nerve. 

The fracture lines that can be shown most readily 
are the perpendicular and oblique ones. For parallel 
fractures the position of Hirtz or of Deutsch and 
Mayer should be used. In cases of otolabyrinthine 
lesions from traumatism a negative roentgen exami- 
nation shows that there is no fracture, a finding of 
importance from the medico-legal point of view in 
industrial accidents. 

Cases of cerebellopontine tumors show, in addi- 
tion to dilatation of the internal auditory foramen, 
porosity of the bone, rarefaction of bone tissue 
within the petrous pyramid, atypical pneumatiza- 
tion of the tip, and haziness of the periphery of the 
petrous pyramid. 

The lateral sinus is normally invisible. In a patho- 
logical mastoid it can be seen as a clear tract. The 
pathogenic lesion found in Gradenigo’s syndrome is 
osteitis of the tip of the petrous pyramid; it is shown 
by clear spots at the tip or by amputation of the tip. 

The Eustachian tube has been studied experi- 
mentally by Portmann who determined the direc- 
tion of the tube. 

Roentgenography is of value also in localizing 
projectiles and showing the best surgical route for 
their removal. 

The evolution of a cavity after curettage may be 
followed up by the insufflation of subnitrate of 
bismuth and lipiodol. Stereoroentgenography is par- 
ticularly useful in the interpretation of the findings. 

Auprey G. Morcan, M.D. 


Keen, J. A.: The Ossicles in Middle-Ear Suppura- 
tion and Their Comparative Size in Children 
and Adults. J. Laryngol. & Otol., 1927, xlii, 174. 


While the malleus and incus are surprisingly resist- 
ant to caries in middle-ear suppuration, their 
function is often interfered with by softening or 
destruction of the supporting structures and in 
more than 50 per cent of the author’s cases the larger 
ossicles were completely destroyed or in the ter- 
minal stages of necrosis. 

Keen describes operative specimens of the most 
common lesions and includes in his article several 
plates. The relationship between age and size is 
discussed. 
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The non-articulating portion of the head of the 
malleus is attacked most frequently whereas the 
long process remains relatively intact. On the other 
hand, the short process of the incus is resistant and 
the long process frequently involved. 

Keen concludes that the ossicles do not vary 
greatly in size and form. This conclusion is supported 
by Kekuchi and others. Keen says, “As far as the 
middle and inner ear are concerned, we may take 
it as an accepted and proved fact that full adult 
dimensions are already present at birth, and that 
no further growth in size takes place.” 

W. M. Paton, M.D. 


Turner, A. L., and Fraser, J. S.: Labyrinthitis, a 
Complication of Middle-Ear Suppuration: A 
Clinical and Pathological Study. Part I. 
J. Laryngol. & Otol., 1927, xiii, 22. 


The authors report their experience with laby- 
tinthitis at the Royal Infirmary, Edinburgh, during 
a period of nineteen years. 

A statistical study of 10,673 cases of middle-ear 
suppuration showed that labyrinthitis was found in 
0.7 per cent of the acute cases, 1.6 per cent of the 
chronic cases, and 1.4 per cent of the total number. 
In 1905, Friedrich stated that a labyrinth complica- 
tion developed in one of every 100 cases of middle- 
ear disease. 

Of 150 cases of labyrinthine disease, 64 per cent 
were those of males. In more than two-thirds of the 
cases the condition occurred during the first four 
decades of life. These figures are consistent with 
the sex and age incidence of chronic middle-ear 
suppuration. 

The authors give a classification of labyrinthitis 
based on clinical and pathological data and a sub- 
division indicating its association with acute and 
chronic middle-ear suppuration. 

Among the most common etiological factors 
leading to acute or subacute otitis media with sub- 
sequent labyrinthitis are common colds, influenza, 
and scarlet fever. In cases of chronic suppuration, 
three factors are important: (1) the duration of the 
middle-ear discharge, (2) cholesteatoma, and (3) 
aural polyps. 

In twenty-one cases of labyrinthitis complicating 
acute and subacute otitis, the onset of labyrinthine 
symptoms occurred at periods ranging from two 
days in the acute stage to three months in the sub- 
acute stage. In chronic middle-ear suppuration, the 
labyrinth may become involved at any period in the 
history of the discharge. Cholesteatoma was found 
in 63 per cent of cases of chronic suppuration in 
which exact information was obtained. A polypus 
occurred in fifty-two of 129 cases complicated by a 
labyrinthine affection. The authors emphasize the 
danger of removing polyps with the snare unless 
functional examination of the labyrinth is negative. 

In the cases studied by the authors, various 
pathological conditions were found in the capsules 
of the labyrinth. Both acute and chronic cases of 
otorrhoea were included in the study. Softening of 
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the bone, erosions, and fistula occurred in a large 
percentage of the cases. In six cases, a patent oval 
window without any other associated lesions was 
discovered. Facial paralysis was noted in 8 per cent 
of the 150 cases. Cholesteatoma was present in 
62 per cent of those of chronic otorrhcea with a 
change in the labyrinth capsule. 

In the second section of the article the clinical 
aspects of 102 cases of labyrinthitis without intra- 
cranial complications are considered. Representa- 
tive types are dealt with in detail. 

In thirty-eight cases of circumscribed labyrin- 
thitis associated with chronic middle-ear suppura- 
tion, the region of the lateral canal was involved. 
The severity and duration of the labyrinth attacks 
varied. Latent and active periods alternated. As 
a tule, the middle-ear type of deafness with con- 
siderable loss of hearing was present. Spontaneous 
nystagmus may be present or absent. Its duration 
varies. The fistula sign was obtained in eighteen of 
the twenty-four cases studied. A typical case is 
reported. 

The diffuse acute manifest type of labyrinthitis 
was found in fifteen cases. Twelve of these were 
purulent in character and three were serous. Symp- 
toms due to the disturbance of the static labyrinth 
predominated but complaint may be made of tin- 
nitus or increased deafness. The attack is initiated 
by sudden vertigo and disturbance in equilibration. 
Nausea and vomiting accompany or follow these 
symptoms. During the early stages, there is a well- 
marked horizontal and rotary nystagmus to the 
sound side. In acute serous labyrinthitis, headache 
is not complained of, but in the uncomplicated 
purulent type, occipital headache is usually present. 
Fever was noted in the initial stages of four cases of 
purulent labyrinthitis. In the serous type, there is 
usually no elevation in the temperature. Functional 
examination of the ear is necessary to determine the 
exact type of diffuse labyrinthitis. The term 
“serous”’ is used to designate cases in which a rem- 
nant of hearing remains. 

Three cases with complete clinical data are 
reported to illustrate the two types of acute diffuse 
_ labyrinthitis. 

As the acute stage subsides and the manifest 
symptoms disappear, the pathological process 
becomes both chronic and latent. This condition is 
known as chronic (latent) purulent labyrinthitis. 
Thirty-seven such cases were recognized. Recog- 
nition of the purulent focus is of importance as 
operative interference may result in meningitis. 
A typical case history is reported. 

The spontaneous cure of the purulent process 
results from organization with fibrous tissue and 
new bone. This condition was observed six months 
after the onset of the acute stage. When ossification 
of the diseased labyrinth is complete, the sound 
labyrinth assumes a compensatory function. The 
clinical diagnosis of the healed functionless laby- 
rinth is based on the relative duration of the after- 
nystagmus obtained by rotating the patient to the 


right and to the left. Spontaneous cure of labyrin- 
thitis with loss of function was found in twelve 
cases. An illustrative case is reported. 

W. M. Paton, M.D. 


Eagleton, W. P.: Physiological Factors in the 
Control of Otitic Meningitis. Laryngoscope, 
1927, XXXVli, 113. 

In Eagleton’s opinion, suppurative meningitis 
becomes cured spontaneously very much more fre- 
quently than is generally believed and is curable 
as long as it is localized. 

Infection of the frontal lobe differs from infection 
of the temporal lobe because the mechanism of pro- 
tection is entirely different. When the mucous 
membrane in a frontal sinus is destroyed by surgical 
operation, the protective process is destroyed. It is 
much better to remove the bone itself from the 
posterior wall than to destroy only the mucous 
membrane and leave bone that is apt to die and be- 
come infected. James C. Braswe tt, M.D. 


Granger, A.: A New Position for Making Roent- 
genograms of the Mastoids. J. Am. M. Ass., 
1927, Ixxxviii, 372. 

The petrous bone view is far superior to the lateral 
oblique view in the diagnosis of mastoid infections, 
but is more difficult and tedious to obtain and in the 
cases of patients who are unruly, very weak, or very 
septic, or who have very short necks, it is impossible 
to obtain. Granger’s technique is as follows: 

1. The mastoid localizer is fitted with the 50- 
degree angle block provided for use with it when 
roentgenograms in this position are to be made. 

2. A casette covered with the localizer equipped 
as described is placed on a 15-degree angle block 
with the inclination toward the patient’s feet. 

3. With the patient lying on his back, the head is 
placed with the vertex resting on the casette and 
one side of the head against the so-degree angle 
block so that the sagittal plane of the head will lie 
parallel to the latter, the nose within the adjustable 
upright supports, the septum against the lower one 
and the forehead against the upper one. 


4. The central ray is directed through a point 


2 in. in front and 1 in. above the external auditory 

meatus. In these photographs, the subject is in 

position for roentgenograms of the left mastoid. 
James C. Braswe tt, M.D. 


NOSE AND SINUSES 


Vialle: Furuncle of the Ala Nasi; Extensive Early 
Operation; Death from Staphylococcus Sep- 
ticemia on the Seventh Day (Furoncle de 
Vaile du nez; intervention large précoce; mort au 
septiéme jour par septicémie staphylococcique). 
Arch. internat. de. laryngol., 1926, xxxii, 1204. 

The prognosis of furuncle of the ala nasi and upper 
lip has become much better since the introduction of 
systematic ligation of the angular vein which pre- 
vents its worst complication, thrombophlebitis of 
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the cavernous sinus. Nevertheless, the condition is 
always serious, however insignificant it may appear 
in the beginning. Evidence of this was offered by 
the case of a patient who died on the seventh day of 
an acute staphylococcus septicemia in spite of vac- 
cine treatment on the first day and an extensive 
operation on the third. 

Lubet-Barbon said that cases with extensive 
induration and a not very high local temperature 
are always suspicious. Chemosis and unilateral or 
bilateral exophthalmos are certain signs of throm- 
bosis of the cavernous sinus. 

Auprey G. Morcan, M.D. 


Cole, Beeler, and Smith: Roentgenological Evi- 
dence of Nasal Sinus Disease. J. /ndiana State 
M. Ass., 1927, XX, 55. 


As a result of the work of Granger, Grier, Skillern, 
Pfahler, Law, and others, a new technique has been 
developed for the roentgenological examination of 
the nasal accessory sinuses. Formerly the X-rays 
were only used to demonstrate the size and contour 
of the sinuses, but today they are found of con- 
siderable aid in determining the pathological condi- 
tions within these cavities. The diagnosis depends 
on an accurate interpretation of the X-ray plates 
which depends in turn upon a knowledge of the 
anatomy of the nasal sinuses and the types of shad- 
ows cast by different pathological conditions in the 
nose. In all of the sinuses, acute catarrhal and sup- 
purative sinusitis, chronic sinusitis, and polypoid 
degeneration can usually be diagnosed and dif- 
ferentiated, especially if the history and course of 
the disease are considered with the roentgen 
findings. Manrorp R. Wattz, M.D. 


Garretson, W. T.: Osteoma of the Frontal, the 
Maxillary, and the Sphenoid Sinuses, with a 
Report of Cases. Arch. Ololaryngol., 1927, V, 135. 


The author reports three cases of osteoma. In the 
first case the tumor involved the frontal and eth- 
moid sinuses and orbit; in the second, the sphenoid, 
maxillary, and frontal sinuses; and in the third, the 
right antrum. In the first and third cases operation 
was performed and was followed by recovery. In 
the second case operation was contra-indicated on 
account of the patient’s age. 

Two hundred and fifteen cases of single or mul-' 
tiple osteomata have been reported in the literature. 
The site of the tumor was most frequently the floor 
of the frontal sinus. Osteomata usually develop 
when the bones are undergoing their greatest de- 
velopmental activity. There are three varieties— 
the eburnated, the compact, and the spongy. The 
tumors vary greatly in size. Their growth is usually 
slow. They are more or less encapsulated and are 
usually joined to the floor of the sinus by a pedicle 
with a cancellous structure. Their surface conforms 
to the confining walls and is covered with connective 
tissue. An osteoma may be present for years before 
relief is sought. The symptoms include the manifes- 
tations of the growth within the sinus and the symp- 
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toms produced by its pressure on adjacent cavities. 
The diagnosis is usually made with the X-ray. 
Manrorp R. Wattz, M.D. 


Turner, A. L., and Reynolds, F. E.: Acute Infection 
of the Left Sphenoidal Air Sinus; Cavernous 
Sinus Thrombosis with Organization of the 
Clot; Leptomeningitis; Operation; Death; 
Autopsy. J. Laryngol. & Otol., 1927, xlii, 181. 


The authors report a case of acute fatal lepto- 
meningitis secondary to cavernous sinus thrombosis. 
The patient was admitted to the hospital with a 
history of severe nasal catarrh and sore throat of 
four days’ duration. The sudden cessation of a 
profuse nasal discharge which had persisted for two 
days was followed by proptosis, restriction of the 
movements of the left eyeball, and chemosis of the 
conjunctiva. 

Under local anesthesia the anterior end of the 
middle turbinal was removed and the anterior 
ethmoidal cells were opened. No pus was evacuated. 
On the following day, no improvement being noted, 
the left frontal, ethmoidal, and sphenoidal air sinuses 
were explored through an external incision. This 
examination also failed to reveal pus but showed the 
lining of the sphenoid to be somewhat congested. 
Five days later there was marked improvement in 
the general condition with a decrease in the swelling 
of the lids and increased movement of the eyeball. 
There was no optic neuritis. Two days later a recru- 
descence of delirium developed, but free opening of 
the left frontal sinus failed to give relief and no 
extradural abscess could be discovered. Death 
occurred on the seventeenth day of the illness. 

At autopsy, pus was found in the subarachnoid 
space over both frontal lobes and a slight meningitis 
over the lower surface of the brain. The left maxillary 
sinus was filled with gelatinous yellow pus. The pus 
from the antrum showed pneumococci, and at the 
time of operation staphylococci and diphtheroids 
were cultured from the left frontal sinus. Micro- 
scopic examination of sections made from the 
cavernous sinuses showed the left to be almost com- 
pletely obliterated by fibrous tissue. On the right 
side most of the blood spaces persisted. In the 
meninges several thrombosed veins were found in 
the dura mater covering the floor of the middle 
cranial fossa. No thrombosed pial veins were seen. 

Pus having been present in both the maxillary 
and sphenoidal sinuses, the question arose as to 
the site of the primary focus of infection of the caver- 
nous sinus. As acute bacterial inflammation near a 
blood vessel injures the endothelial lining with 
thrombus formation and later extension to large 
vessels, the authors believe that in this case the 
cavernous sinus thrombosis became organized with 
re-establishment of the circulation and consequent 
amelioration of the pressure symptoms but that 
the infection was not restrained and extended to the 
pia arachnoid space. In a certain number of cases 
of septic thrombosis of the cavernous sinus sponta~- 
neous recovery results. This occurs most frequently 
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when the primary focus is in the ear. In some cases 
recovery is favored by operation on the lateral sinus. 
The authors report a case of the latter type. 

Georce R. McAuttrr, M.D. 


Merkel, C. C.: Uses of Ephedrine in Rhinology. 


Laryngoscope, 1927, Xxxvil, 212. 


Ephedrine is an alkaloid, the active principle of 
the Chinese ma huang. It can be obtained in the 
alkaloidal, chloride, and sulphate forms. The chlo- 
ride form has proved to be the most satisfactory. It 
is used in 1, 2, 3, and 5§ per cent solutions, but the 
3 per cent solution is best. 

In general, local nasal treatment is indicated in: 
(1) acute nasal and accessory sinus disease in adults 
in which surgery is contra-indicated; (2) chronic 
nasal and accessory sinus disease in adults, as an 
adjunct to surgery; (3) acute nasal and accessory 
sinus disease in infants and children in which sur- 
gery is justifiable only when complications arise; 
and (4) chronic nasal and accessory sinus disease in 
children in which surgery should be avoided except 
for the removal of toxic foci. 

In acute inflammations the author has found 
ephedrine of great value for diagnosis and to 
diminish congestion and facilitate drainage. It is 
used as a spray, for topical applications made with 
cotton on a probe, and on cotton packs. Constriction 
of congested mucosa is noted in from forty to sixty 
seconds and lasts for from three to six hours without 
any disagreeable after-effects. The author recom- 
mends ephedrine as a safe stable drug with a quick 
and sustained action not followed by secondary 
relaxation. Grorce R. McAuttrr, M.D. 


MOUTH 


Horsley, J. S., Jr.: Harelip and Cleft Palate. Vir- 
ginia M. Month., 1927, liii, 782. 

The plastic surgeon has no group of cases in which 
good results are more important than in those of 
harelip and cleft palate. The ultimate success of 
plastic operations depends upon accuracy, gentle- 
ness, and careful attention to details. Harelip 
should be corrected within the first few weeks after 
birth, and if there is an associated cleft in the ante- 
rior alveolar process this should be closed before the 
lip is sutured. Early closure of the lip will improve 
the appearance of the face and insure proper facial 
development and contour. The best time at which 
to operate on the palate is between the ages of 6 and 
18 months as at this age there is more available 
tissue for the closure, the palate tissues are better 
developed, and shock is apt to be somewhat less 
severe. In order to avoid defective articulation the 
palate should be closed before the child begins to 
speak. Early correction prevents also many com- 
—" frequently dependent upon an open 

alate. . 

The details of the pre-operative and postoperative 
care are extremely important. If the child’s nutri- 
tion is poor or if he has rickets, secondary anzmia, 


an upper respiratory or middle-ear infection, infected 
tonsils, adenoids, or decayed teeth, the operation 
should be postponed. The patient should be in the 
hospital at least twenty-four hours before the opera- 
tion. In the author’s cases, neosilvol or argyrol 25 
per cent is dropped in each nostril every four to 
six hours, and if work is to be or has been done on 
the palate the latter is sprayed with a warm 2 per 
cent boric solution after each feeding. This routine 
is begun on the patient’s admission to the hospital 
and continued after operation until healing is com- 
plete. After operation the baby’s hands are secured 
so that the fingers cannot be placed in the mouth. 
Retention enemas of 6 to 10 oz. of water containing 
I per cent sodium chloride and 4 per cent glucose are 
given several times during the first twenty-four 
hours after operation. Feedings are given with a 
baby feeder or teaspoon for two weeks, breast or 
bottle feeding then being begun. 

For the correction of harelip, the author prefers 
a modification of the Rose operation. A good result 
requires: (1) accurate approximation of the muco- 
cutaneous border of the lip; (2) a lip free from ten- 
sion after suturing; (3) slight overcorrection of the 
mucosa at the point of suture; and (4) correction of 
the accompanying deformity of the nose. 

The repair of a cleft palate is based on the prin- 
ciple of the Langenbeck operation. The important 
steps are: (1) thorough denudation of the adjacent 
margins of the cleft; (2) free mobilization of the 
mucoperiosteal flaps from the hard palate; (3) 
maintenance of good nutrition of the flaps; and (4) 
accurate approximation of the denuded margins of 
the cleft with interrupted fine wire sutures without 
tension. The author has used this technique in 
thirty-three cases without a death or serious post- 
operative complication. 

GeorcE R. McAuttirr, M.D. 


Farr, R. E.: Some Shortcomings in the Surgery of 
Cleft Lip and Palate, with Suggestions for 
Meeting Them. Minnesota Med., 1927, x, 70. 


Farr is of the opinion that the results of the treat- 
ment of cleft lip and palate will not be materially 
improved until the principles and practice of plastic 
surgery are taught in every medical school and every 
community is supplied with surgeons properly 
trained for the work. 

The high mortality in such cases is attributed to 
the fact that children with these defects are not 
normally robust. Many children with cleft lip and 
palate do not reach maturity even when they are not 
subjected to operation. 

In discussing the technique of operation, Farr 
states that the Brophy wiring may be done in two 
stages. Postoperative manual stretching of the lip 
will relieve tension, increase the redundancy of the 
lip, and prevent its thinning out. The nasal septum 
may be divided at its base to allow proper elevation 
of the nasal tip. The prolabia may be used as a pro- 
longation of the columella rather than a portion 
of the newly constructed lip. Lip tension should 
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be more often relieved by incisions along the “laugh- 
ing wrinkle.” Cleft lip may be closed in two stages. 
The delayed-flap method of suture may be indicated 
in certain cases. In every case of failure to obtain 
union a secondary suture should be made during 
the second postoperative week. 

James C. Braswett, M.D. 


Pendergrass, E. P.: Epidermoid Carcinoma (Epi- 
thelioma) of the Lip: Diagnosis, Pathology, and 
Discussion of the Treatment by Non-Surgical 
Measures. Surg. Clin. N. Am., 1927, vii, 117. 


Pendergrass reviews the normal histology of the 
lip and the pathology and early clinical picture of 
cancer of the lip. In the differential diagnosis of 
cancer, it is necessary to exclude syphilis, tuber- 
culosis, and granuloma pyogenicum. Involvement 
of the glands can be most readily detected by 
digital palpation with a finger in the floor of the 
mouth and the patient’s head relaxed. 

When necessary, Pendergrass removes a specimen 
for diagnosis with the endothermy knife. Anzsthesia 
is induced by the topical application of 10 to 20 per 
cent cocaine as hypodermic injection is associated 
with the danger of entering a field of involved 
lymphatics. 

In the removal of the local lesion Pendergrass uses 
radium. Fifty milligrams of radium screened by 4 
mm. of aluminum which removes only 50 per cent 
of the beta or therapeutic rays are applied in a dose 
of 60 mgm.-hrs. per square centimeter of lesion. 
Larger lesions receive 70 mgm.-hrs. per square centi- 
meter. If the lesion is 1 cm. in diameter, the radium 
irradiation is supplemented by endothermy. Under 
deep anesthesia induced with ether (the ether then 
being removed from the room) or under nitrous 
oxide or local nerve block anesthesia, the entire 
circumference of the lesion is coagulated by bipolar 
endothermy % cm. distal to the indurated edge. No 
infiltration is used. The entire lesion is then removed 
with the endothermy knife. The endothermic treat- 
ment is given twenty-four hours after the radium 
treatment in order to obtain the effect of the irra- 
diation. The slough separates in from seven to ten 
days, and the area finally heals with a soft supple 
margin and very little persisting deformity. Occa- 
sionally, however, a hypertrophied scar or hard 
indurated keloid develops. This must be differen- 
tiated from recurrence. The keloid may remain hard 
for two years and eventually disappear without 
treatment. 

Syphilis co-existing with carcinoma should not be 
treated simultaneously. After treatment of the can- 
cer, a six-month interval should be allowed for the 
development of irradiation fibrosis and endarteritis 
before anti-syphilis treatment is instituted. 

For the lymphatics draining the involved area, 
X-ray treatment directed through each cheek is used 
if no glands or only a few glands are palpable. An 
erythema dose producing slight tanning in ten days 
is given. The normal tissues surrounding an in- 
volved area play an important part in determining 
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whether irradiation will be beneficial or not. Care 
must therefore be taken to preserve them. 

For larger nodes, deep irradiation is used if there 
is no danger that the nodes will break down. In 
addition, radium packs are applied around the chin 
and over the glandular areas under the chin and 
jaws. These regions are difficult to reach by deep 
therapy. If the desired effect is not produced by the 
first treatment the filtration should be changed. 
Four series of irradiation treatments are given at 
intervals of six weeks. 

Pendergrass does not advise primary block dis- 
section of the neck. Surgical exposure of the glands 
with the implantation of radium seeds has also failed 
to cure. Enlarged glands of the neck seem to 
respond to divided doses of irradiation therapy. If 
the nodes have been irradiated long enough for the 
development of definite fibrosis and are gradually 
increasing in size, the local removal of a large mov- 
able node which shows a tendency to break down or 
the implantation of gold emanation tubes if there is 
no tendency to break down is advisable. The necro- 
sis of tissue that formerly attended the implantation 
of bare emanation tubes is prevented by gold 
filters. 

In cases of advanced epithelioma of the lower lip 
the pain may be relieved by section of the fifth nerve 
or the posterior cervical roots as they emerge through 
the intervertebral foramina on the affected side 
(cervical rhizotomy). 

Fifty-eight of 172 cases treated are analyzed. In 
fifty of these there was no local recurrence. In 
eight in which a recurrence developed it disappeared 
after a second treatment. Of thirty-seven patients 
with no metastasis at the time of treatment, thirty- 
four did not develop metastasis after the treatment. 
Of twenty-seven with metastasis at the time of 
treatment, the enlargement of the glands disappeared 
in five, showed no increase in six, and increased in 
eleven. Harry C. M.D. 


Owen, M.: Lesions of the Tongue, with Special 
Reference to Their Location. Texas State J. M., 
1927, XXii, 693. 

The diagnosis of a lesion of the tongue may 
require repeated biopsy. Benign lesions occur most 
frequently on the dorsal surface of the anterior half 
of the tongue, at or near its tip. Malignant lesions 
are found most commonly on the base and margins, 
but epitheliomata associated with syphilis occur in 
the middle third of the dorsum near the median line. 
In general, malignant lesions near the tip of the 
tongue are of a lower grade of malignancy than those 
nearer the base. Georce R. McAuutrr, M.D. 
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Elliott, C. A.: Diseases of the Thyroid Gland— 
Medical Clinic. J. Jowa State M. Soc., 1927, xvii, 

84. 
The author emphasizes the necessity for a clinical 
classification of hyperthyroidism that is usable at 
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the bedside and discusses the use and abuse of iodine 
medication. 

The thyroid gland plays an important réle in 
physiological and psychological life. It has a good 
deal to do with the ‘ ‘whipping up” process. Patients 
with an “effort syndrome” often present mild 
symptoms of hyperthyroidism. The treatment in 
such cases is concerned, not with the thyroid, but 
with the re- -adjustment of the patient and the relief 
of the “whipping up” process. 

Infection often simulates hyperthyroidism. In 
such cases the treatment should be directed against 
the infection rather than against the thyroid. 

Goiters may be classified as: (1) endemic goiters 
due to iodine deficiency; (2) colloid goiters associated 
with some other condition such as childbirth, the 
menopause, etc.; (3) non-toxic goiters with normal 
thyroid activity; (4) toxic adenoma with progressive 
hyperthyroidism and permanent tissue damage; 
(5) exophthalmic goiter; and (6) thyrocardiac goiter, 
which causes principally heart symptoms and is 
often mistaken for heart failure. In all cases of 
auricular fibrillation a basal metabolism examination 
should be made. 

As the result of the use of iodine in goiter, many 
cases of induced hyperthyroidism are seen. In toxic 
cases the administration of iodine is indicated only 
to prepare the patient for operation. 

The treatment of severe hyperthyroidism is 

urely surgical. In properly chosen cases it should 
& as radical as possible because deficiency symptoms 
are easily controlled whereas inadequate removal of 
the gland may necessitate repeated operations. 
F. S. Mopern, M.D. 


Hueck, H.: The Question of the Parallelism 
Between the Clinical and Histological Pictures 
of Goiter (Kin Beitrag zur Frage des Parallelismus 
zwischen klinischem und histologischem Bild der 
Struma). Deutsche Ztschr. f. Chir., 1926, cxcvii, 66. 


Since the beginning of the year 1924 a careful 
study has been made in all of the author’s cases of 
goiter to determine how far the clinical and histolog- 
ical pictures of the condition agree. In the material 
so studied typical cases predominated. ‘The basis 
of the thyrotoxicosis is not always parallel with the 
histological picture. Of fifteen goiters without thy- 
rotoxic symptoms which were operated upon, ten 
were diffuse, non-proliferating, macrofollicular col- 
loid goiters and five were proliferating goiters. 

In the ten cases of hyperthyroidism, i.e., cases 
with distinct symptoms of thyrotoxicosis without 
marked exophthalmos but with an increase of from 
ro to 35 per cent in the basal metabolism, the goiters 
were all macrofollicular colloid strumata and all 
except one showed with more or less marked epithe- 
lial proliferation. 

Also among the cases of Basedow’s disease which 
otherwise shoWed a typical clinical and histological 
picture, there was one case which differed radically. 
Clinically this was a typical case of moderately 
severe Basedow’s disease. Only the right lobe of the 


thyroid gland was enlarged. Even macroscopically 
it was seen to be very rich in colloid. There were 
several nodes. Histologically it was a typical colloid 
struma. The follicles were mostly of moderate size 
but there were numerous sections with small fol- 
licles. There was no epithélial proliferation. All of 
the follicles contained highly colored colloid. There 
was no round cell infiltration. Proliferation was 
present in only two of the small nodes. The histolog- 
ical diagnosis was struma diffusa et rodosa colloides 
macro- et microfollicularis non proliferans. It was 
therefore one of those exceptional cases in which a 
histologically quiet struma gives the clinical picture 
of Basedow’s disease. An explanation is difficult. 
Apparently it was not a case of thyrogenic Base- 


'dow’s disease, but an enlargement of the thymus 


could not be established by means of the roentgen 
ray a thyroidectomy was followed by a very good 
result. 

An explanation might be afforded by the assump- 
tion that the thyroid gland was not the first organ 
to become diseased but was the chief organ involved 
in the sympathetic and parasympathetic nervous 
systems. The author believes that, in spite of the 
absence of typical histological changes, the enlarge- 
ment of the thyroid was a manifestation of a geneti- 
cally very complex condition. HaGeMANN (Z). 


Goodall, J. S., and Rogers, L.: The Nature of 
Thyrotoxic Myocarditis. Lancet, 1927, ccxii, 486. 


The authors present electrocardiographic and 
pathological evidence in support of the view that 
sustained thyrotoxicosis ultimately results in ‘def- 
inite myocardial degeneration. 

The electrocardiogram shows that in thyrotoxi- 
cosis the P-wave, which normally is smaller than the 
T-wave, reaches the level of the T-wave. This dem- 
onstrates that either the auricular contractions are 
relatively greater or the contractions in the regions 
of the ventricular base are smaller. In either case 
the alteration, indicating, as it does, auricular over- 
action or impairment of function in the region of the 
ventricular base, points to some change in the car- 
diac musculature. The P-R interval, which is nor- 
mally about 0.2 second, is often increased in thy- 
rotoxicosis, this indicating a delay of conduction in 
the bundle of His. 

The pathological changes in the heart are sum- 
marized as follows: 

1. Hyaline degeneration and necrosis of many 
bundles of fibers scattered throughout the myocar- 
dium. The necrosed bundles take the stain poorly. 
They are swollen and ill defined. In some of them 
the nuclei also are swollen. 

2. A migration of evidently phagocytic cells in 
the direction of certain of the necrosed fibers, doubt- 
less to promote their absorption. This infiltration, 
while very marked in some places, is absent in 
others. 

3. Dilated capillaries choked with endothelial 
cells which are infiltrating certain necrotic areas in 
their vicinity. Jacos M. Mora, M.D. 
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Richter, H. M.: Thyroidectomy. J. Am. M. Ass., 
1927, Ixxxviii, 888. 

Richter emphasizes the splendid results of ade- 
quate thyroid surgery in the treatment of thyrotoxi- 
cosis. Residual symptoms, that is, those of the orig- 
inal disease persisting after operation, have their 
origin in residual thyroid tissue. They signify inad- 
equate surgery and demand removal of more thyroid 
tissue at a second operation. Non-operative treat- 
ment of toxic goiter (as well as inadequate surgery) 
have not produced the high percentage of cures 
obtained by radical surgery. The author decries the 
use of such phrases as “‘a feeling of well-being” or 
“return to economic activity” in the evaluation of 
the effect of treatment. 

Richter operates on every patient with toxic 
goiter, either exophthalmic or adenomatous, who 
consents. The preliminary preparation ranges from 
ten to twenty days and includes the administration 
of from 30 to 45 minims of Lugol’s solution daily. 
The author stresses the fact that the use of iodine is 
not to be continued indefinitely. It is directed mainly 
to preparing the patient for operation. Cardiac 
decompensation and fibrillation, while serious, are 
not contra-indications to surgery. 

The results obtained in 100 recent consecutive 
cases are analyzed. Seventy-six were primary hyper- 
plastic goiters and twenty-four secondarily toxic 
(adenomatous) goiters. The average basal metabolic 
rate before treatment other than rest, diet, and the 
use of sedatives for a few days was 50.5+. After 
operation, ninety-four of the 100 patients showed 
an immediate fall in the basal metabolic rate below 
15+. The average rate of these ninety-four patients 
was 1.6+ Four of the six who had a persistently 
raised postoperative rate averaged 40+. These were 
re-operated upon, a mass of thyroid tissue being 
removed. The metabolism rates then fell to normal 
in all, averaging 5.9. Following re-operation in a 
fifth case the metabolic rate dropped to 2+. There- 
fore, 99 of the 100 patients studied were relieved of 
hyperthyroidism. 

The author reports also the late results as deter- 
mined by Elliott in the cases of patients operated on 
by Kanavel, Koch, and the author. In approxi- 
mately 93 per cent of the old cases there was freedom 
from all evidence of thyrotoxicosis. In 7 per cent 
there was a recurrence of some degree of intoxication 
or some degree of hypothyroidism. A study of the 
condition of the 93 per cent of the patients who were 
free from evidence of toxic symptoms showed that 
of those who were operated on in the early stages of 
the disease, practically none had any evidence of per- 
manent secondary pathological change, whereas of 
those who were operated on after a long period 
of intoxication, the proportion showing permanent 
secondary pathological change, mainly cardiac, was 
remarkably high, more than 50 per cent. 

Accidents peculiar to thyroid surgery are dis- 
cussed briefly. There was some evidence of hypo- 
thyroidism in several patients who show a metabolic 
rate below—10 shortly after operation. All but two 
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or three quickly reacted, the metabolism returning to 
normal. The results are still too recent for a final 
statement. Temporary injury of the recurrent la- 
ryngeal nerve occurred a number of times. Usually 
this cleared up in from one to three months without 
any after-effects. Serious parathyroid injury did not 
occur in the present series, although in another 
series of 100 cases there was some evidence of para- 
thyroid injury in 14 per cent. 
Jacos M. Mora, M.D. 


John, H. J.: 
Ixxxv, 410. 


Among the factors which make the treatment of 
chronic tetany a complex problem is the very con- 
siderable psychic disturbance with which it is asso- 
ciated. This factor is very difficult to evaluate and 
to eliminate. The author cites two cases in which 
injections of saline solution were substituted for 
parathormone injections, with complete relief from 
the tetany over a long period of time. In one, how- 
ever, true tetany recurred in a severe form and sub- 
sided only after large doses*of the parathyroid 
hormone. Having experienced severe attacks of 
tetany, it is not strange that these patiénts live in 
dread of their recurrence, and the uncertainty as to 
when they will recur wears down control and leads 
to the development of the psychic factor. The 
picture is further complicated by the fact that the 
serum calcium content in chronic tetany is not 
exceedingly low and the symptoms do not cor- 
respond to the variations in the calcium level. In 
some cases the patient may feel best when the serum 
calcium is low and may have an attack of tetany 
when the serum calcium is not far from the normal 
Jevel. In a series of normal persons the serum cal- 
cium content was found to lie between 10.5 and 11 
mgm. per roo c.cm. In definite cases of tetany the 
serum calcium ran as low as 4.5 mgm. and in 
chronic tetany it was usually 8 mgm. or more per 100 
c.cm. 

To determine what subjective manifestations 
accompany the parathormone injections, the author 
allowed himself to be injected intravenously on 
several occasions. He experienced ringing in the 
ears, tingling in the finger tips, slight chilling, and 
generalized pains which resembled those associated 
with the onset of a severe cold. On one occasion a 
slight rise in the serum calcium level was followed 
by a transient but marked fall. This phenomenon 
was not observed in the other experiments. 

Leo M. Zimmerman, M.D. 


Chronic Tetany. Ann. Surg., 1927, 


Fletcher, H.: Demonstration of the Principles of 
Talking and Hearing with Application to 
Radio. Ann. Otol., Rhinol. & Laryngol., 1927, 
XXXvl, I. 


Fletcher discusses the physical characteristics of 
speech, the changes occurring in the sound waves 
during their transmission in the air, the interpreta- 
tion by the ear when the sound waves are changed 
in shape or magnitude, the mechanism of hearing, 
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and the effect on the pitch and quality of musical 
tones produced by faulty transmission of the sound 
to the ear. 

Speech is produced by the passage of the air from 
the lungs through the vocal cords, tongue, lips, and 
cavities of the nose and throat. All sounds except 
p, t, ch, k, f, s, th and sh, which are produced by 
vibrations of the mouth, are set up by vibrations of 
the vocal cords. 

An artificial larynx has been constructed which 
enables patients with a tracheotomy to talk. It 
consists of a whistle and a rubber tube through 
which the sound is directed into the mouth. 

The speech sounds are transmitted through the 
air by pressure waves. The pitch and intensity vary 
constantly. Consequently the transmitting system 
must be free from selectivity. Free air fulfills these 
requirements, but air confined in closed rooms and 
chambers is a system of high selectivity which dis- 
torts sound waves seriously before they reach the ear. 

The ear consists of the outer ear, middle ear, and 
inner ear. The air waves are transmitted through a 
small bone of the middle ear to the oval window and 
thence to a fluid in the cochlea. Sounds with a high 
frequency of about 5,000 stimulate the nerve endings 
of the auditory nerve within 5 m.m. around the oval 
window. 

The inner ear is non-linear in response and acts 
like an overloaded vacuum tube. When a pure, loud 
tone reaches the outer ear, the inner ear responds 
with the loud tone and its harmonics. Another 
loud, pure tone reaching the outer ear can stimulate 
the inner ear only if it is of sufficiently great inten- 
sity to outdo the first tone. This is why certain 
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persons are temporarily deafened by noise. If a pure 
tone produces harmonics in the inner ear, then with 
a musical tone which already has harmonics, the 
situation is not materially altered. However, it is 
the relative intensity of the harmonics which deter- 
mines the sound qualities. If the upper harmonics 
are eliminated, the sound changes quality, and if the 
lower harmonics are eliminated, the sound changes 
quality but not pitch. Consequently the quality of 
speech or music depends upon the intensity with 
which it reaches the ear. F. S. Mopern, M.D. 


Furstenburg, A. C.: Clinical Aspects of Laryngeal 
Cancer. J. Michigan State M. Soc., 1927, xxvi, 94. 


This article is based on 100 consecutive cases of 
cancer of the larynx examined in the Department 
of Otolaryngology of the University Hospital, Ann 
Arbor, Michigan. 

Seventy-five per cent of the patients were between 
the ages of 50 and 65 years. The youngest patient 
was 29 and the oldest 84 years old. Laryngeal car- 
cinoma is about seven times as common in males as 
in females. Eighty per cent of the patients appeared 
for examination six months or more after the initial 
symptom, hoarseness. Purulent and blood-stained 
sputum, dyspnoea, and dysphagia were late symp- 
toms of the disease. Metastasis usually occurs late. 
X-ray and radium treatment of laryngeal cancer 
has been very discouraging and thyrotomy and 
laryngofissure with submucous resection of the tissue 
involved have not given satisfactory results. Laryn- 
gectomy therefore remains the method of choice for 
laryngeal neoplasms demanding radical surgical 
interference. Joseru K. Narat, M.D. 
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SURGERY OF THE 


ERAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Vastine, J. H., and Kinney, K. K.: The Pineal 
Shadow as an Aid in the Localization of Brain 
Tumors. Am. J. Roentgenol., 1927, xvii, 320. 


In 616 examinations of the skull, the pineal 
gland was found sufficiently calcified to cast a 
shadow in 47.9 per cent. In the cases of patients 
over 20 years of age it was visualized in 59.2 per 
cent. 

The normal range of the position of the pineal 
gland was determined by a study of 200 films show- 
ing calcification made in the cases of patients with- 
out intercranial lesions. Measurements were made: 
(1) from the most distant point of the inner table of 
the frontal bone, (2) from the most distant point 
of the inner table of the occiput, (3) trom the inner 
table of the vault, and (4) irom the level of the base 
of the skull. By plotting these measurements on 
cross-section paper, the normal anteroposterior and 
vertical variations were determined. 

Next, 153 cases of aerified brain tumor cases that 
showed calcification were studied. The location of 
the tumor, number of cases, and displacement of 
the shadow were as follows: 


Number Shadow 

Location of cases displaced 
21 10 
9 4 
44 12 
153 60 


It was found that the shadow of the gland was 
displaced in 51 per cent of the cases of glioma, 57 
per cent of those of meningioma, 22 per cent of those 
of acoustic neuroma, and 1o per cent of those of 
pituitary tumor. Hydrocephalus per se was ob- 
served to displace the gland in 13 per cent of the 
cases and intracranial hemorrhage in two cases. 

Cuarces H. Heacock, M.D. 


SPINAL CORD AND ITS COVERINGS 


Armour, D.: The Surgery of the Spinal Cord and 
Its Membranes. Lancet, 1927, ccxii, 423. 


Armour traces the surgery of the spinal cord from 
the time of Hippocrates to date. During the early 
centuries there was a bitter controversy as to the 
justification of surgery on the cord, and the few 
operations that were done were mainly trephina- 
tions of the spine which were bloody, dangerous, and 
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formidable and followed as a rule by unfavorable 
results. However, from time to time successful op- 
erations were reported, and after 1865 sentiment 
gradually changed in favor of surgery. In 1885, 
Macewen decompressed a dorsal fracture of eight 
weeks’ standing, with complete cure of the para- 
plegia. This led to further attempts, the field of 
spinal surgery then being widened to include Potts’ 
disease 

The surgery of spinal cord tumors began with the 
successful removal of a growth in 1883 by Macewen 
and in 1887 by Horsley. Horsley collected fifty 
cases in 1887, and Mills and Lloyd later collected an 
equal number. Subsequently the procedure gradu- 
ally became less formidable and gave increasingly 
better results. 

Spinal puncture was introduced by Corning in 
1885 and popularized by Quincke in 1891. It was 
first used for decompression, but now is done to show 
spinal block and for study of the cerebrospinal 
fluid. Cisternal puncture, introduced clinically by 
Wogeforth, Ayer, and Essick in 1919, has become a 
valuable adjunct to spinal puncture in the diagnosis 
of block and the treatment of meningitis. The 
“Joculation syndrome,” incorrectly called “ Froin’s 
syndrome,” is well known as characteristic of spinal 
block and is probably due to the engorgement of the 
vessels in the spinal canal. 

Pneumomyelography, a development from Dan- 
dy’s ventriculography, is used as an adjunct to 
other methods of localization. When a block is 
present no pain is felt in the head, but there may 
be root pains at the site of the obstruction. The 
procedure is not without risks and may be mislead- 
ing. 

In 1921, Sicard and Forestier popularized the use 
of lipiodol, an oily preparation opaque to the X-rays, 
which has been widely employed in the spinal canal 
to localize obstructions. The “lipiodol ascendant,” 
a preparation which is lighter than the spinal fluid, 
is injected below, but its radiopacity is greatly re- 
duced and it tends to adhere to the meninges and 
may therefore give confusing results. ‘Lipiodol 
montant,” a heavy oil, is injected into the cistern 
and outlines from above. The technique is de- 
scribed in detail. The oil must be clear and trans- 
parent. It is injected more easily if it is warmed. 
Care must be taken not to inject air bubbles. There 
is no doubt that lipiodol is irritating to the meninges; 
in some cases troublesome sequela such as pain, 
hyperpyrexia, headache, nausea, and pleocytosis 
occur. It is generally agreed that the X-rays may 
be misleading and that medullary compression is not 
definitely excluded when the X-ray picture made 
with lipiodol is negative. At times the neurological 
and lipiodol levels do not correspond. There are 
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several mechanical factors responsible for this 
discrepancy. The use of lipiodol is probably justifi- 
able only when localization is impossible by other 
means. 

In conclusion the author emphasizes the impor- 
tance of a careful neurological examination, and 
states that in his hospital spinal cord tumors have 
been correctly localized by this means in 98 per cent 
of the cases. Abert S. Crawrorp, M.D. 


PERIPHERAL NERVES 


Bunnell, S.: Surgery of the Nerves of the Hand. 
Surg., Gynec. & Obst., 1927, xliv, 145. 

The author has done 105 sutures of nerves of the 
hand and fingers. The exceedingly good results he 
attributes to the fact that the nerves are either 
purely motor or purely sensory and the regenerative 
power of the nervous system is greatest at the 
periphery. 

In the hand, the motor and sensory functions are 
of about equal importance and the loss of either or 
both, in whole or in part, may cause any degree of 
disability in a manual worker. In reconstructing 
deformed or atrophic fingers, Bunnell first repairs 
the nerves and awaits good regeneration before pro- 
ceeding with the plastic surgery. The average time 
for the return of function was seven months for the 
proximal part of the palm, three and two-thirds 


months for the distal part of the palm, almost three 
months for the proximal part of the fingers, and one 
and a half months for the middle segments of the 
fingers. ‘The rate seemed to be about the same in all 
nerves and not influenced by the length of the 
interval between the accident and the nerve repair. 
The state of nutrition of the hand was an important 
factor in the rate of regeneration. The order of the 
return of the different sensations and the phenomena 
of regeneration were the same as in the larger 
nerves elsewhere. ‘Trophic changes disappeared and 
stereognosis usually returned within a year. There 
were six cases of nerve grafting. The results were 
successful in all. In several there were 6- or 7-in. 
gaps; in one, such a gap was bridged after an 
interval of four years. 

Of the different causes of nerve severance the most 
frequent were glass bottles, saw cuts, and poorly 
placed surgical incisions. Surgical incisions on the 
fingers should be midlateral. 

Tender amputation stumps were cured by 
neurectomy and injection of the cut end of the 
nerves with alcohol. The suturing was done with a 
No. 16 straight Kirby needle and the finest silk 
thread. The general principles of nerve surgery 
were rigidly observed. 

Seventeen of the cases are reported briefly with 
diagrams showing the return to normal. 

Apert S. Crawrorp, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Daland, E. M.: Untreated Cancer of the Breast. 
Surg., Gynec. & Obst., 1927, xliv, 264. 


The author reviews 100 untreated cases of cancer 
of the breast. Ninety-eight of the patients were 
women. The average duration of life after the ap- 
pearance of the first symptom was forty and one- 
half months. The shortest survival was three 
months. Twenty-one per cent of the patients died 
during the first year, 20 per cent during the second 
year, and 19 per cent during the third year. Twenty- 
two per cent were alive after five years, 9 per cent 
after seven years, and 5 per cent at the end of ten 
years. Lung or pleural metastasis was found in 
eighteen cases, involvement of the liver in eleven 
cases, and bone metastasis in 15 per cent. In 
twenty-two cases the arm became swollen during 
the course of the disease. 

These cases are compared with sixty-six cases 
treated by operation alone or followed by X-ray 
treatment. In some, the glands were involved, but 
in others there was no gland involvement. The 
data for these cases were collected by Greenough. 
Of the second group of patients, 60 per cent were 
alive and free from the disease at the end of three 
years, 42 per cent at the end of five years, and 35.5 
per cent at the end of seven years. 

Josepu K. Narat, M.D. 


Carnett, J. B.: Scirrhous Carcinoma of the Breast 
with Extensive Metastases. Surg. Clin. N. Am., 
1927, Vii, 7. 

Carnett reports the case of a 29-year-old colored 
woman who had first noted a small hard lump in 
the right breast above the nipple in 1920. One year 
later the right breast was amputated for carcinoma. 
In April, 1924, the X-ray showed metastatic de- 
posits in the pelvic bones. The patient felt well 
until September, 1925, when she developed a sore 
throat, a cough, and pain throughout the chest. A 
thorough clinical examination revealed only two 
small pea-sized nodules under the skin of the 
abdomen, but the X-ray showed carcinomatous 
metastases in all of the bones of the body except 
those distal to the knees and elbows. The bony 
involvement grew worse and the vertebra crumpled. 
Pathological fractures occurred in the humeri and 
femora, but united spontaneously. Root pains in 
the region of the twelfth dorsal vertebra did not re- 
spond to radiation. Both radii and tibia became 
involved. 

It is generally agreed that bone metastasis occurs 
in the subjacent ribs by direct extension, but it is 
undecided whether distant metastases occur through 
the blood stream or by way of the lymphatics. 


Handley thought the humerus was entered by way of 
the superficial lymphatics at the deltoid insertion 
because pathological fractures occurred most fre- 
quently in this area, but Carnett has several roent- 
genograms showing invasion of the head of the 
humerus, the scapula, and the clavicle simultaneous- 
ly before involvement of the deltoid region. Carnett 
believes that the axillary nodes become invaded 
first, perhaps by lymphatic embolism, and that 
permeation radiates from these nodes to the bones 
of the shoulder underneath the deep fascia. In in- 
volvement of the femur the earliest invasion may be 
in the head and neck. 

Cancer spreads down the lymphatics of the 

sterior abdominal wall and extends into the pelvis 
ong before subcutaneous permeation nodules reach 
the upper abdomen. From the interior of the pelvis, 
it invades the femur. The permeation may reach 
the lymph nodes at the saphenous opening by this 
route before any other distant extension of breast 
cancer is apparent. Transplantation of cancer cells 
may occur within the abdomen or thorax but the 
great majority of metastases occur by permeation. 

Harry C. Sartzstein, M.D. 


Handley, W. S.: The Origin of Bone Deposits in 
Breast Cancer. Surg. Clin. N. Am., 1927, vii, 1. 


In 1904 Handley studied bone metastases in 
seventy-three of 329 cases of cancer of the breast 
which came to autopsy. He concluded that bone 
metastasis occurs chiefly along the deep fasciw be- 
neath the skin and by lymphatic permeation rather 
than by blood embolism. 

He now agrees with Carnett that chains of infected 
glands can often be traced through the diaphragm 
along the aorta and its branches to the groin, and 
that retrograde permeation of the trunk lymphatics 
is a more rapid process than permeation of the 
small lymphatics of the fascial plexus. The femur is 
reached by the intra-abdominal extension and the 
humerus by permeation along the tributaries of the 
axillary glands. Handley is still of the opinion, how- 
ever, that occasionally cancer cells may reach the 
humerus by the fascial route. The freedom from 
metastasis of distal bones is only relative as in late 
cases deposits can be recognized below the elbow 
and knee. Harry C. Sarrzstemn, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pritchard, S., Whyte, B., and Gordon, J. K. M.: 
Conclusions Regarding the Technique Follow- 
ing 1,000 Intratracheal Injections of Iodized 
Oilin Adults. Radiology, 1927, viii, 104. 


Of the various methods that have been used to 
inject iodized oil into the bronchial tree, the authors 
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prefer the supraglottic method. They have found 
it to be more simple and more economical from the 
standpoint of time, expense, and labor than other 
methods and accompanied by few if any dangers. 
The need of securing the full confidence and co- 
operation of the patient at the time of the injection 
is emphasized. The patient should be assured that 
no operation is to be performed and no pain caused. 
The instruments kept within his view should be as 
few as possible. 

The oil and the anesthetic solutions should be 
warm. The pharynx and larynx are sprayed with a 
5 per cent solution of cocaine or butyn. When the 
patient feels a lump in the throat the oil can be in- 
jected safely. 

If the lower bronchial trees are to be studied, the 
injection is made with the patient in an upright 
position and leaning slightly toward the side to be 
injected. If the upper lung fields are to be studied, 
the patient is placed on a tilting table in the recum- 
bent position, lying on the affected side. Immediate- 
ly after the injection the table is tilted so that the 
patient’s head is pointed downward at an angle of 
45 degrees. This position is retained for about 
three minutes. About 20 c.cm. of oil are used for 
one injection. 

The indications for the procedure are as follows: 
(1) cases of chronic cough associated with long- 
standing infection in the upper respiratory tract, 
particularly sinusitis; (2) cases of cough with 
purulent expectoration and a history of pneumonia 
or the inspiration of a foreign body; (3) cases of long- 
standing cough with little or no expectoration and 
no history of frank pulmonary disease; (4) obvious 
cases of bronchiectasis; (5) cases of bronchial 
fistula; and (6) as a therapeutic agent. 

The contra-indications are acute affections such 
as influenza, active tuberculosis, advanced pul- 
monary suppurations, recent hamoptysis, and 
advanced circulatory complications such as angina 
pectoris, anurism, and cardiac decompensation. 
Slight untoward effects were noted in only six of 
1,000 injections. Cuartes H. Heacock, M.D. 


Ballon, D. H., and Ballon, H. C.: The Effect of 
Injection of Lipiodol and the Rate of Its Dis- 
appearance in Normal and Diseased Lungs. 
Canadian M. Ass. J., 1927, xvii, 410. 


On the basis of 100 bronchoscopic intrapul- 
monary injections of lipiodol the authors draw the 
following conclusions: 

1. The injection of lipiodol is not harmful to the 
healthy lung and produces no immediate untoward 
reaction in man oranimal. The lipiodol persists longer 
in the healthy lung than in the diseased lung. The 
rate of true elimination in the normal and patholog- 
ical lung is influenced by the lipolytic activity of the 
lung. The disappearance of the lipiodol from the 
bronchial tree is dependent upon cough, posture, 
and other factors. 

2. Lipiodol produces no immediate reaction in 
emphysema, putrid bronchitis, venous congestion, 


or most cases of non-specific asthma. Its persistence 
and rate of disappearance in these conditions are the 
same as in the normal lung. 

3. In non-tuberculous abscess of the lung no 
immediate reaction has been noted following the 
injection of lipiodol by the bronchoscopic method. 
The lipiodol usually persists for a week or two, and 
is not directly beneficial 

4 In bronchiectasis no immediate reactions have 
been observed following the injection of lipiodol. 
When the lipiodol remains entirely confined to the 
bronchi the dilatations, aided by cough, may empty 
themselves very quickly, occasionally in twenty- 
four hours. In bronchiectatic cavities with stasis 
the presence of lipiodol was still noted two months 
after the injection. The rate of disappearance of the 
lipiodol is influenced by the position of the bron- 
chiectatic cavity, the size of the dilatation, the 
caliber and flexibility or rigidity of the bronchial 
tubes, and the nature of the mucous membrane. 
In bronchiectasis, lipiodol is not infrequently bene- 
ficial, lessening the cough and diminishing expecto- 
ration. 

5. In primary carcinoma of the bronchus with 
abscess, lipiodol persisted two months without pro- 
ducing any ill effects. 

6. In pulmonary tuberculosis of the exudative 
type and in tuberculous pneumonias it caused imme- 
diate reactions and its persistence produced ill 
effects. In this condition the injections are contra- 
indicated. Selected cases of the surgical type of 
pulmonary tuberculosis are usually suitable for 
injection and do not show any reaction. The per- 
sistence of lipiodol in a tuberculous lung free from 
abscess or bronchiectasis is about the same as in the 
normal lung. 

7. In pulmonary fistule and in chronic diseases 
of the pleura, lipiodol produces no reaction and rarely 
persists for any length of time. In the presence of 
empyema, pneumothorax, or an adherent diaphragm 
with little respiratory excursion, the rate of disap- 
pearance of the lipiodol is delayed. 

8. Roentgenograms showed that over 50 per cent 
of the patients swallowed some of the lipiodol. No 
iodism was noted. 

9. Roentgenologically the presence of lipiodol in 
the lung may resemble an unresolved pneumonia or 
an exudative or miliary tuberculosis. 

10. In the healthy lungs of thirty-five rabbits 
lipiodol caused no immediate untoward reaction 
and its persistence produced no inflammatory 
lesion. Its persistence varies in the normal and the 
diseased lung identically in the rabbit and in man. 

Marcus H. Hospart, M.D. 


Mosher, H. P.: False Lung Abscess and Lipiodol. 
Laryngoscope, 1927, XXxxvii, 138. 

The author reports experiments on dogs in which 
the injection of 40 per cent lipiodol into. the lung 
produced the picture of a typical lung abscess. 
Saturation of lung tissue gives typical lung abscess 
pictures. Experiments are now being carried on 
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with a weaker solution introduced with a nebulizer 
to prevent this error. Howarp A. McKnicut, M.D. 


Schlueter, S. A., and Weidlein, I. F.: Postoperative 
Lung Abscess: An Experimental Study. Arch. 
Surg., 1927, Xiv, 457. 

Pathologically, lung abscess is of two types, (1) 
bronchiectatic, and (2) extrabronchial or paren- 
chymatous. The initial anatomical location of the 
infecting organisms determines the type that is to 
follow. Thus, the first type originates in the air 
passages while the second begins in the parenchyma- 
tous tissues. Each type is dependent upon a sepa- 
rate and distinct mechanism by which bacteria are 
brought to the initial site for implantation. In the 
parenchymatous abscess, this mechanism consists 
in the transmission of bacteria to the lung through 
the blood stream, while in the bronchiectatic type 
the bacteria are introduced by way of the air 
passages. 

The type of lung abscess which develops as a 
sequel to operation possesses certain distinctive 
clinical characteristics which, when interpreted in 
terms of a pathological process, place it in the 
— class, with which no other than a 

amatogenous infection can be associated. 

Postoperative lung abscess results from embolism 
produced by the dislodgment of an infected throm- 
bus from the vessels at the site of operation. For 
this theory, the authors give the following reasons: 

1. Fatal postoperative pulmonary embolism is a 
clinical entity. This suggests the possible scattering 
from any wound of single or multiple emboli into 
the venous circulation. 

2. Lung abscess frequently develops after opera- 
tions in infected or potentially infected fields, 
especially after operations on the nose and throat 
and the gastro-intestinal tract. The pharynx and 
gastro-intestinal tract are mobile, and thrombi are 
easily dislodged from them. Following operations 
on the brain, in which the skull acts as splint, the 
a of postoperative pulmonary complications 
is nil. 

3. Lung abscess appears often after operations 
in which local anesthesia is used. j 

4. Postoperative pulmonary complications are 
not prevented by the constantly improved methods 
of administering general anwsthetics. 

5. The lower lobes are more frequently involved. 
This is explained by the greater volume of blood to 
these parts and by the more direct course of the 
pulmonary artery to the lower lobes. 

6. Often there is a free period after the operation 
before the onset of the complication. If the aspi- 
ration mechanism were the causative factor, the 
symptoms would appear early. 

7. Pain in the chest frequently constitutes the 
initial symptom, and the clinical course that follows 
is often severe until rupture and evacuation occur. 

8. Typical lung abscess rarely develops after the 
lodgment of foreign bodies even deep in the air 
passages. 
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9. Attempts at the experimental production of 
lung abscess in animals by the introduction of in- 
fected material by transtracheal implantation or by 
aspiration have been unsuccessful. 

10. Lung abscess can be produced easily by the 
intravenous injection of infected material. 

The comparatively early formation of a lung 
abscess after an infected embolus has found lodg- 
ment and the rapid progress of the destructive 
lesion explain why the condition usually causes such 
grave clinical symptoms. 

A reduction in the number of postoperative lung 
abscesses is possible, but the condition can probably 
never be entirely eradicated. ‘The best prophylactic 
measures consist in the prevention of infection in the 
operative field whenever possible, the reduction of 
operative trauma to the minimum, and the avoid- 
ance of mass ligation of tissues. 

SAMUEL Kaun, M.D. 


Pool, E. H.: Closure of Abscess of the Lung by 
Muscle Transplant. Ann. Surg., 1927, |xxxv, 462. 


Pool reports the case of a man aged 26 years who 
was admitted to the New York Hospital in August, 
1911, with a diagnosis of incipient pulmonary tuber- 
culosis. The sputum was negative. Soon after this 
date his tonsils were removed. He was admitted 
again in January, 1926, with a diagnosis of lung 
abscess, for which he was operated upon on Feb- 
ruary 4 with rib resection and tube drainage. Con- 
valescence was uneventful. On April 1, 1926, he was 
again admitted with a persistent sinus communicat- 
ing with a bronchus. 

On May 3, he was operated upon for the closure 
of the bronchial fistula. Under ether and ethylene 
anesthesia the skin and newly formed bone around 
the sinus were excised, a cavity about the size of the 
index finger, with soft, friable walls, being revealed. 
The incision was then extended along the lower 
margin of the pectoralis major and a strip of this 
muscle about 4% in. long and twice as thick as the 
cavity was dissected free except for its outer end, 
turned into the cavity, and fixed by two chromic 
sutures at the cutlet of the cavity. Along this strip 
a small drainage tube was placed to the bottom of 
the cavity and the wound sutured around it. There 
were no postoperative complications, and the wound 
healed primarily. 

In October, 1926, the patient had gained 35 lbs., 
was working, and had no complaints. The X-ray 
showed no evidence of the previous cavity. 

Davison, M.D. 


CESOPHAGUS AND MEDIASTINUM 
Morley, J.: Cardiospasm. Lancet, 1927, ccxii, 431. 


The cause of cardiospasm is unknown. There is no 
well-defined anatomical sphincter at the lower end 
of the oesophagus, and a physiological sphincter 
must be supposed from the symptoms of the con- 
dition. The author rejects all theories so far advanced 
to explain spasm of this circular muscle. 
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The diagnosis is made in part from the clinical 
history since the absence of a history of corrosive 
poisoning will eliminate the ordinary fibrous stric- 
ture, and long duration of the symptoms, greater 
difficulty in the swallowing of fluids as compared with 
solids, and the age of the patient will often help to 
exclude carcinoma. The roentgenographic appear- 
ance is characteristic. 

The treatment must be palliative. The introduc- 
tion by Hurst of a mercury-filled rubber tube is an 
advance in the treatment. The tube should be 
passed first by the surgeon under the fluorescent 
screen. The patient may then pass it himself, at 
first before each meal and then at such gradually 
increasing intervals as necessary. 

The best operative procedure is the Mikulicz 
method of performing gastrotomy and dilating the 
cardia with the finger. This is much safer than 
cesophagogastrostomy. 

Howarp A. McKnicurt, M.D. 


MISCELLANEOUS 


Hedblom, C. A., and Head, J. R.: On the Use of 
Lipiodol in Relation to Thoracic Surgery. Ann. 
Surg., 1927, Ixxxv, 194. 

The authors review briefly the history of attempts 
to introduce contrast media into the bronchial tree, 
and cite the various objections that have been 
raised to all such media except iodized oil, lipiodol, 
introduced by Sicard and Forestier in 1921. The use 
of the latter they consider one of the outstanding 
advances in the diagnosis of obscure pulmonary con- 
ditions. They have found lipiodol of the greatest 
value in bronchiectasis as it permits a certain and 
accurate diagnosis not only of the nature but also 
the extent, type, and distribution of the condition. 
Its use is frequently the only means of proving that 
the lesion is unilateral, which is a prerequisite to 
surgical interference. 
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In lung abscess the authors’ experience has been 
the same as that of Ballon who has frequently ex- 
perienced difficulty in getting the oil to flow into 
the cavities and has noted the frequency of bron- 
chiectasis secondary to abscess. The authors have 
used lipiodol routinely following operations for ab- 
scess to determine the possible presence of such a 
residual bronchiectasis. 

In chronic empyema it has been found of great 
value in demonstrating the extent and location of 
the cavities and the presence, size, and location of 
bronchial fistula communicating with them. For 
this purpose it is superior to all other contrast 
media because it is non-irritating to the bronchi. 

In pulmonary tuberculosis, the authors have used 
it with hesitation, fearing that it might activate the 
process. Only when the information to be derived 
seemed especially necessary has it been injected in 
these cases and then only in the chronic fibroid types. 
In the latter, no ill effects have been noted. 

The oil, a mixture of 40 per cent metallic iodine 
in poppy seed oil, is non-irritating to the tissues and 
can be introduced into the trachea and air spaces 
without inducing cough or causing harmful effects. 
It can be introduced into the trachea in a number of 
different ways. The technique of injection through 
the cricothyroid membrane, the method with which 
the authors have had the greatest experience, is 
described in detail. The oil is injected through an 
ordinary No. 18 Luer needle from a 20-c.cm. syringe. 
The skin above the cricoid cartilage is anesthetized 
with a few drops of novocaine and the needle attached 
to the syringe, then slipped over the top of the cri- 
coid into the trachea. No preliminary anawsthetiza- 
tion of the tracheal mucous membrane is necessary. 
The oil is injected in amounts ranging from 10 to 40 
c.cm. and, by the patient’s position, is made to flow 
by gravity into the portion of the lung to be exam- 
ined. In over 500 injections made by the authors 
there have been no serious complications. 
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ABDOMINAL WALL AND PERITONEUM 


Souther, C. T.: Strangulated Hernia with Sub- 
sequent Complications. J. Med., Cincinnati, 
1927, Vii, 652. 

The patient whose case is reported was a man 45 
years of age who had a strangulated complete 
inguinal hernia on the left side. Operation per- 
formed at the end of eighteen hours was followed by 
a good result. The patient was out of bed two and 
one-half weeks later. In the next five weeks he had 
three attacks of severe abdominal pain. During the 
third attack a diagnosis of intestinal obstruction was 
made. At operation the left lower quadrant was 
very rigid and intestinal adhesions were found ex- 
tending over the entire area from the midline to the 
site of the former operation. After careful but diffi- 
cult dissection, a small abscess down in the coils of 
the intestines was encountered. On further freeing 
of the intestines, Souther found that a loop of bowel 
had been completely cut across. The distal and 
proximal ends were located and delivered into the 
wound. The distal end was as completely sealed off 
as if it had been done by surgery. The proximal end 
was sealed off with the exception of a small sinus no 
larger than a match. There were no free faces in the 
cavity, and the area of the intestines primarily in- 
volved in the rupture was in fair condition though 
still somewhat oedematous. The proximal end of the 
bowel was grasped diagonally with a rubber-covered 
clamp and the last 2 in. removed. ‘The distal end of 
the walled-off bowel was grasped in the same manner 
and cut across to make a fresh area for suturing. A 
direct end-to-end anastomosis of the bowel was done 
with two rows of sutures, catgut being used for the 
mucous membrane and silk for the seromuscular 
coat. A small split tube was inserted for drainage. 
The midline incision was closed around a drainage 
tube by tier suture according to the usual method. 

The convalescence was smooth. A small fecal 
fistula closed spontaneously in three weeks. The 
patient went home on the twenty-fourth day. 

R. Sremnke, M.D. 


Seelig, M. G.: Fundamental Principles Underlying 
the Operative Cure of Inguinal Hernia. J. Am. 
M. Ass., 1927, |xxxviii, 529. 


In Seelig’s opinion the modern operation for 
inguinal hernia is not as satisfactory as is generally 
believed. Two very important factors in the preven- 
tion of recurrence are high ligation of the sac and 
perfect wound healing. The Andrews technique 
and the importance of restoring the transversalis 
fascia when it can be found are discussed. If the 
transversalis fascia cannot be found, one of the 
three following methods should be employed to 


obtain fascia-to-fascia closure: (1) the method of 
Andrews; (2) closure of the hernia defect with living 
sutures according to the method of Gallie, and (3) 
the use of living sutures according to the method of 
McArthur. 

In the cases of children and muscular young 
adults with an oblique hernia having a narrow 
necked sac, the surgeon may feel a distinct sense of 
assurance if he has merely accomplished a high liga- 
tion of the sac. However, in addition to this, he 
should always suture the outer flap of the external 
oblique muscle to Poupart’s ligament. If the edges 
of the transversalis fascia are available, their ap- 
proximation to Poupart’s ligament will give added 
assurance. If the hernia is large or if it is of the 
direct variety, high ligation of the sac alone is by 
no means a reliable guarantee against recurrence. 
Under such circumstances the fascia transversalis 
should be carefully sought for. If it is found and the 
defect in it is securely closed, the major part of the 
cure has been accomplished. If it is not found, the 
conjoined tendon (when present) or the lower portion 
of the rectus sheath and the red muscles should be 
sutured to Poupart’s ligament with a fascial strip. 
Under all circumstances the inner flap of the external 
oblique should next be sutured to Poupart’s ligament 
with chromic gut, and, when possible, the outer flap 
of the external oblique imbricated over this suture. 
The cord should be transplanted in all cases. When 
it is impossible to imbricate the outer flap of the 
external oblique, this suture should be dispensed 
with, the skin and subcutaneous suture being closed 
over the cord. 

If the hernia is very large or has recurred several 
times, it will be necessary to adopt the Gallie tech- 
nique and weave the defect in the abdominal wall 
with numerous strips of fascia Jata. 

The article includes seven illustrations of tech- 
nique. Car R. Sretnke, M.D. 


Reynolds, R. P., and Ferguson, J. A.: Echinococcus 
Cyst of the Omentum. Canadian M. Ass. J., 
1927, xvii, 218. 

Hydatid cysts of the omentum secondary to 
hydatid cysts elsewhere in the body are not common, 
and primary hydatid cysts are very rare. 

A man 29 years of age developed an abdominal 
tumor which was considered malignant because of 
the severity of the symptoms and associated ca- 
chexia. With the onset of intestinal obstruction a 
laparotomy was done. This revealed hydatid cysts 
of the omentum. No other signs of involvement 
could be discovered. The patient has now remained 
well for over fifteen months. In the author’s opinion 
this was a case of primary hydatid cysts of the 
omentum. SHackieton, M.D. 
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Basset, A.: Serious Postoperative Intoxication from 
Ether Poured into an Encysted Focus of Tuber- 
culous Peritonitis; Re-Operation and Trans- 
fusion of Blood; Recovery (Intoxication post- 
op(ratoire grave par de |’éther versé dans un foyer 
de péritonite tuberculeuse enkyst¢e; réintervention 
et transfusion sanguine; gu¢rison). Bull. et. mém. 
Soc. nat. de chir., 1926, lii, 1154. 

In a laparotomy on a woman 23 years of age ether 
was poured into an encysted focus of tuberculous 
peritonitis. ‘The operation was followed by symp- 
toms of shock with a small rapid pulse and the 
vomiting of black vomitus. The author attributed 
these symptoms to acute intoxication of the liver 
from absorption of the ether. When the abdomen 
was re-opened, a small quantity of the ether was 
found in the pocket. The sponging out of this ether 
seemed to cause slight improvement. After blood 
transfusion, recovery was rapid. Basset concludes 
that great caution should be exercised in pouring 
ether into the abdomen after operations. 

In the discussion of Basset’s report, Sauvé said 
that he believes there is no special danger in the use 
of ether inthis way except after emergency operations 
on patients in a serious condition. 

Oxinczyc said that ether should never be used 
in this way in tuberculous peritonitis. In_ his 


opinion, the rapid recovery in Basset’s case indi- . 


cated that there was no serious lesion of the liver. 

SoULIGOUX stated that in recommending lavage 
of the abdomen with ether he had emphasized that 
the ether should be sponged out carefully before 
suture of the abdomen. Basset erred in leaving the 
ether in the pocket. 

Kuess said that he doubted whether the fluid 
found in the pocket at re-operation was ether as 
ether would have evaporated before the second 
operation. 

THiéRyY emphasized the value of lavage with 
ether in peritonitis and in general in all cases of pus 
in the abdomen. He called attention to the fact 
that at first almost all cases of diffuse purulent 
peritonitis were fatal, but after the introduction of 
wick drainage the mortality was reduced to 66 per 
cent, and since the introduction of ether lavage it 
has‘ been reduced to from 15 to 20 per cent. Thiéry 
believes that not more than from 150 to 200 c.cm. 
of ether should be used. He doubts whether the 
serious symptoms in Basset’s case were due to the 
ether as tuberculous membranes absorb liquids 
slowly. He emphasized that the ether should be 
sponged out before the abdomen is closed. 

CuevrieR said that in his opinion the symptoms 
in Basset’s case were too transitory to have been due 
to liver intoxication. He ascribed them to intra- 
abdominal hyperpressure produced by vaporization 
of the ether in the closed cavity causing stasis and 
effusion of blood into the cavity. He believes it 
possible that ‘if the patient was in the Trendelen- 
burg position there was a slight torsion which was 
maintained by the pressure of the gas. In order to 
correct any torsion he always lays his patients flat 


after the Trendelenburg position before he closes the 
abdomen. He suggested also that, by chemical 
action, the ether may have caused dilatation of the 
small visceral vessels. He believes that ether lavage 
is valuable in cases of suppuration, but in tuber- 
culosis he only exposes the viscera to the air and 
lavages with very hot physiological salt solution. In 
some cases this treatment may be supplemented by 
ultraviolet irradiation. 

MAUCLAIRE reported that several years ago he 
poured between 100 and 200 c.cm. of ether into the 
pouch of Douglas after an operation and at the end 
of three or four seconds respiration and the heart 
beat stopped and the patient could not be revived. 
Since then he has only sponged the pelvis with 
sponges wet with ether. 

Basset replied to Chevrier that when he re-opened 
the abdomen seven hours after the operation he did 
not see any distention or other sign of abdominal 
hyperpressure. He has often sutured the abdominal 
wall when the patient was in the Trendelenburg posi- 
tion and has never been aware of any unfavorable 
effects from it. Auprey G. Morecan, M.D. 


GASTRO-INTESTINAL TRACT 


Eisen, D.: The Anzmia of Cancer of the Gastro- 
Intestinal Tract; Based on a Study of 187 Cases. 
Canadian M. Ass. J., 1927, Xvii, 307. 


In a study of 187 cases of cancer of the gastro- 
intestinal tract the author found the lowest red cell 
counts and hemoglobin values in patients with 
cancer of the stomach and those with involvement of 
the nancreas and biliary tracts. This fact he attrib- 
utes to the persistent hemorrhage and the impair- 
ment of nutrition due to the gastric achylia in such 
cases. 

The cases of cancer ot the stomach superimposed 
upon an old ulcer showed a red-cell count above the 
average. 

Adenocarcinoma seemed to be associated with a 
more marked anamia than scirrhous or colloid can- 
cer, probably because of its greater tendency to cause 
ulceration. 5 

Neither radiotherapy nor operation changed the 
degree of the anemia. Paut W. Sweet, M.D. 


Martin, C. L., and Rogers, F. T.: Hunger Pain. 
Am. J. Roentgenol., 1927, xvii, 222. 


Before reporting their own experimental investiga- 
tions on hunger pain the authors briefly review the 
work done by other investigators on this condition. 
In their own investigations the outline of the 
stomach was recorded on roentgenograms made 
during hunger sensations with the stomach dis- 
tended with an air-filled balloon. The findings are 
summarized as follows: 

The primary or essential element in the painful 
hunger contraction appears to be a complete circular 
constriction in the lower third of the stomach. 
Contractions of the upper stomach may or may not 
occur simultaneously with this antral contraction. 


on 
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During the period of incomplete gastric tetanus 
which may occur during hunger, several changes 
were observed including circular contractions of 
the antrum, a general shortening of the stomach, 
and a wave distribution at times suggesting peristal- 
tic activity. 

Rhythmic changes in the fundus described by 
certain physiologists as the cause of the tonus 
changes were not observed. These tonus variations 
appear to be due to partially relaxed contraction 
waves occurring for the most part in the lower por- 
tion of the stomach. Hartunec, M.D. 


Giffin, S. D.: Pyloric Obstruction in Infants. Ohio 
State M. J., 1927, xxiii, 137. 


The author cites the work of several investigators 
on the subject of pyloric obstruction in infants. 
Opinions differ as to the cause and mechanism of the 
condition. The obstruction has been attributed to: 
(1) congenital hypertrophy of the pyloric muscle, 
(2) spasmodic closure of the pylorus, and (3) a 
combination of hypertrophy and spasm of the mus- 
cle. Most authorities agree that a true hypertrophy 
is present, but there is disagreement as to its origin. 

The microscopic pathology of pyloric stenosis 
consists in a hyperplasia of the unstriped muscle 
cells of the circular coat with no increase in the con- 
nective tissue. Grossly the pylorus appears as a 
cartilaginous, rounded, olive-shaped tumor mass 
covered by normal peritoneum which is sharply 
demarcated from the dilated stomach above and the 
empty duodenum below. From the duodenal side 
it resembles the vaginal aspect of the cervix. When 
the tumor is cut down upon at operation, the re- 
entrant angle formed by the mucosa of the duode- 
num must be avoided to prevent opening of the 
duodenum. 

The outstanding symptoms —persistent projectile 
vomiting, visible peristaltic stomach waves, obsti- 
nate constipation, marked loss of weight, and at times 
a palpable pyloric tumor—are discussed in detail. 

It seemed more important to the author to deter- 
mine the degree of obstruction than to attempt to 
differentiate between stenosis and pylorospasm. The 
degree of obstruction can be determined in most 
cases from the weight trend, the amount of stool 
passed, the quantity of vomitus, and the amount of 
gastric retention revealed by the passage of a 
catheter. 

In the diagnosis, the condition must be differen- 
tiated from duodenal obstruction with the vomiting 
of bile due to developmental defects such as trans- 
duodenal bands, a short hepatoduodenal ligament, 
ashort mesentery, or congenital narrowing of the 
pyloriclumen. Csophageal obstruction is character- 
ized by vomiting of unchanged food occurring fre- 
quently during feeding. Other causes of vomiting at 
this early stage are indigestion due to improper feed- 
ing or food intolerance, the swallowing of maternal 
discharges, toxemia in the mother, infection and 
sepsis of the newborn, syphilis, and disturbances 
of the central nervous system. 
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Treatment, whether medical or surgical, should be 
instituted early before the infant becomes marantic. 
Medical treatment can be continued if the child 
shows a normal gain and if the retention of food is 
not too great. Surgical treatment should be in- 
stituted if medical care is of no avail. 

In the discussion of the medical treatment the 
value of breast milk, replenishing of the tissues with 
fluids, thick cereal feedings, refeedings, stomach 
lavage before meals, and the administration of atro- 
pine in small doses is emphasized. 

The operation of choice is that devised by Ramm- 
stedt. The author prefers local anesthesia. Em- 
phasis is placed on the pre-operative routine of 
pushing fluids and sodium bicarbonate and glucose 
solutions for at least twenty-four hours before the 
operation. The postoperative treatment is im- 
portant. It consists in pushing fluids and the use 
of glucose per rectum and for the first feedings. 
Recognized pediatric principles of feeding should be 
applied. 

Giffin reviews thirty-four cases. Of the sixteen 
patients who received medical treatment, fourteen 
were cured, one died, and one was not benefited. 
Of the eighteen who received surgical treatment, 
five died. The causes of death were marasmus and 
shock in two cases and peritonitis, double mastoid- 
itis, and congenital syphilis in one case each. 

J. Epwin Kirkpatrick, M.D. 


Loewenberg, W.: The Bactericidal Action of Gas- 
tric Juice Free from Hydrochloric Acid (Ueber 
bactericide Wirkung des Salzsaeure freien Magen- 
saftes). Klin. Wehnschr., 1926, v, 1868. 

The author cites his previous investigations which 
indicated that the duodenal secretion soon kills 
inoculated micro-organisms such as colon bacilli, 
enterococci, and streptococcus viridans. In chis 
article he reports experiments which indicate that 
the gastric juice also has a bactericidal effect inde- 
pendent of its hydrochloric acid content. Pre- 
viously he established clinically that the absence of 
hydrochloric acid from the stomach does not neces- 
sarily mean that colon bacilli are present. On the 
other hand he states that he has never found colon 
bacilli in a stomach containing hydrochloric acid. 
In cases of ordinary uncomplicated gastritis anacida, 
colonic flora are often not to be found in the stomach. 
Neither are they in evidence in the absence of hydro- 
chloric acid in cases of severe gastro-intestinal dis- 
turbances, especially those due to infective processes 
in the intestinal tract. 

In an examination of twelve specimens of gastric 
juice ranging in reaction from alkaline to neutral, a 
distinct bactericidal effect upon colon bacilli was 
found in seven. The remaining five specimens were 
obtained from three cases of pernicious anamia, one 
case of cholecystitis, and one case of disturbances 
due to adhesions following appendectomy. Of four- 
teen specimens of gastric juice tested with regard to 
their bactericidal properties following neutraliza- 
tion (litmus), a distinct bactericidal effect on colonic 
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bacteria was noted in seven. In three cases the 
secretion investigated reacted differently. In four 
instances no bactericidal effect upon colon bacilli 
was noted. In every instance, enterococci as well as 
hemolytic streptococci and streptococcus viridans 
were killed by these gastric juices. Staphylococci 
were found to be a little more resistant, a bactericidal 
effect upon them being noted in only four of seven 
instances. 

With regard to the nature of the bactericidal sub- 
stances, Loewenberg believes he can rule out the 
action of pepsin. The bactericidal action of the gas- 
tric juice appears to be very intense; comparative 
experiments with 0.2 and 0.5 per cent carbolic acid 
upon colon bacilli showed the gastric juice to have a 
stronger effect. With the use of a N/33 solution ot 
hydrochloric acid, which corresponds to the strength 
of hydrochloric acid following a test breakfast, 
quicker destruction was achieved than with neutral 
or neutralized gastric juice. Loenr (Z). 


Miller, C.: Gastric Hemorrhage. Brit. M. J., 
1927, i, 411. 

The sudden vomiting of a large quantity of blood 
occasions great consternation. Fainting, pallor, 
tarry stools, etc. may be equally serious, but do not 

roduce the same impression on the patient or his 
riends. Advances in gastric surgery have proved 
that many ideas regarding gastric disorders are 
erroneous. Gastric hamorrhage results from many 
conditions other than gross ulcer. Many large, 
chronic ulcers exist for years without bleeding, and 
copious hemoptysis occurs among patients who 
never have had any gastric ulceration. 

Whenever gastric hemorrhage occurs it is usually 
due to ulceration with loss of tissue. It results from 
digestion of the stomach wall by the gastric juice. 
Gastric juice does not digest healthy mucous mem- 
brane. Gastric ulcerations may be multiple and 
minute, or microscopic. Among the various causes 
of gastric hemorrhage are trauma with resultant 
submucous hemorrhage and chronic ulceration, the 
action of corrosive poisons, cirrhosis of the liver, 
arterial embolism of the gastric vessels associated 
with mitral stenosis or endocarditis, chronic inter- 
stitial nephritis with hypertension, and syphilis with 
or without luetic ulceration of the gastric mucosa. 

Chronic gastric ulcer of the callous type involving 
the lesser curvature and often adherent to the pan- 
creas may erode the splenic vein and cause copious 
hemorrhage. Carcinoma of the stomach is more fre- 
quently associated with tarry stools and small 
amounts of blood in the stomach. The acute gastric 
ulcer is responsible for about half of the cases of 
hematemesis and melena admitted to hospitals. 
Gastrostaxis is that condition of gastric hemorrhage 
without any obvious ulceration or bleeding point 
in the gastric mucosa. The term “erosions” is used 
to denote such minute and microscopic ulcerations. 
Extragastric causes of hemorrhage include infec- 
tions of various viscera such as the gall bladder and 
appendix. 


At the onset of the symptoms no surgical measure 
should be considered. The patient should be placed 
at rest and given morphine at once. A certain 
degree of collapse lessens the chance of further 
hemorrhage. The majority of patients with gastric 
bleeding recover under medical treatment. Repeated 
hemorrhage and chronic gastric ulcer demand sur- 
gical treatment and often blood transfusion. The 
Lenhartz and Sippy methods of treatment of ulcer 
are excellent. Magnesia, soda, or calcium carbonate 
can be given alternately with the feedings. Bismuth 
is often of value. After the patient has recovered 
from the gastric haemorrhage, a complete study 
should always be made to determine the exact 
nature of the pathological changes in the stomach. 

Joun W. Nuzvum, M.D. 


Morton, C. B.: Observations on Peptic Ulcer. Ann. 
Surg., 1927, xxxv, 207. 

Morton describes a method of producing chronic 
gastric ulcer, discusses the etiology, and reports a 
roentgenological study of experimental chronic ulcer 
and his findings with regard to the healing of 
experimental peptic ulcer after a gastro-enterostomy 
has been performed. 

A method of producing chronic gastric ulcer; the 
etiology. The author found that ulcers produced 
experimentally in the stomachs of dogs were grossly 
and microscopically the same as the ulcers found in 
the stomach and duodenum of man; they were 
subacute and chronic, showed little or no tendency to 
heal, and were inclined to perforate. They appeared 
also to have a selective affinity for the parts of the 
stomach that are shown clinically to harbor peptic 
ulcers most frequently. 

The experiments reviewed were performed on 
four groups of dogs. In those of the first group acute 
ulcers were produced by excising small areas of 
mucosa in the stomach and duodenum, the normal 
continuity of the gastro-intestinal canal being left 
intact. All of the ulcers healed readily although 
areas on the lesser curvature of the stomach healed 
less rapidly than similar areas on the greater cur- 
vature. 

In the dogs of the second group the operation for 
surgical duodenal drainage was performed. Sub- 
acute and chronic jejunal ulcers were found in all. 

In the dogs of the third group small areas of gas- 
tric mucosa were excised and surgical duodenal 
drainage was established at the same time. All areas 
showed delay in healing. In 50 per cent of the pro- 
longed experiments, subacute and chronic gastric 
ulcers formed in areas on the lesser curvature, while 
similar areas on the greater curvature in the same 
stomachs became healed. 

In the dogs of the fourth group areas of gastric 
mucosa were excised at a second operation two 
weeks after the establishment of duodenal drainage. 
The results were similar to those in the preceding 
group except that subacute and chronic ulcers of 
the lesser curvature were found in 62.5 per cent of 
the prolonged experiments. 
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The effect of surgical duodenal drainage was the 
automatic substitution of the jejunum for the duode- 
num. The regurgitation of alkali into the stomach 
was thereby precluded and the acid chyme from the 
stomach was emptied into a substitute duodenum 
which contained no alkaline bile and pancreatic 
juices for neutralization. Under such circumstances 
subacute and chronic ulcers formed at two sites: 
(1) in the intestine just distal to the pylorus at the 
point where the emptying acid chyme impinged 
directly on the mucosa, and (2) on the lesser cur- 
vature, the part of the stomach receiving the most 
mechanical trauma during the emptying of the acid 
chyme. An analysis of the conditions present and the 
factors operating emphasized the importance of the 
chemical and mechanical factors in the etiology of 
chronic peptic ulcer. 

Roentgenological study of experimental chronic 
ulcer. Twelve normal dogs were given opaque 
meals, the gastro-intestinal tract then being studied 
with the X-rays. The observations made in these 
examinations were similar to those made in the 
examination of human subjects. Following the study 
of the normal tract, six of the dogs were studied for 
ulcer formation following surgical duodenal drainage. 
The ulcers were subacute and chronic and appeared, 
as in the duodenum of man, just distal to the 
pylorus. Three were typical of the chronic type with 
deep craters. Roentgenograms of each were obtained. 
Two were subacute lesions suspected at fluoroscopic 
examination and not definitely shown in the roent- 
genograms. One was an acute ulcer and apparently 
developed and perforated suddenly after the last 
roentgen-ray examination. In one of the chronic 
ulcers the healing process following gastro-enteros- 
tomy was observed. 

By this series of investigations the feasibility of 
roentgenological study of experimental peptic ulcers 
was demonstrated. 

Motor changes in the gastric musculature could 
not be detected as etiological factors in the produc- 
tion of the ulcers. 

The healing of experimental peplic ulcer after 
gastro-enterostomy. In experiments on nine dogs the 
ulcers following the operation for surgical duodenal 
drainage were carefully measured at exploratory 
laparotomy and a gastro-enterostomy designed to 
empty the greater part of the gastric contents 
through the new stoma was then done. 

At necropsy, performed at various intervals after 
the gastro-enterostomy, evidence of healing was 
present grossly and microscopically in all of the 
cases. In two experiments the ulcers healed entirely, 
and in one experiment a deep chronic ulcer 1 cm. 
in diameter and 0.5 cm. deep, healed almost com- 
pletely in sixteen days following the gastro-enteros- 
tomy. The rate of healing was directly propor- 
tional to the size and chronicity of the ulcer and 
the length of time after the gastro-enterostomy. 
With the healing of the original ulcers new ulcers 
formed in the efferent loops of the gastro-enteric 
anastomoses. 
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The surgical duodenal drainage resulted in the 
shunting of the alkaline bile and pancreatic juices 
away from the stomach and the intestine into which 
they emptied. In the formation of chronic ulcers 
after the establishment of this drainage the presence 
of unneutralized acid chyme in the stomach and the 
force with which the highly acid contents emptying 
therefrom impinged directly on a relatively circum- 
scribed area of the intestinal wall seemed to have 
an important part. Following gastro-enterostomy 
the main burden of emptying the stomach of its 
highly acid chyme was assumed by the efferent loop 
of the gastro-enteric stoma. New ulcers promptly 
developed at this site, while the original ulcer, 
relieved of its burden, promptly healed. The prob- 
able bearing of the same factors on the etiology 
and treatment of chronic peptic ulcer in clinical 
cases is mentioned. 


Kwartin, B., and Heyd, C. G.: Syphilitic Ulcera- 
tions of the Stomach. Arch. Surg., 1927, xiv, 566. 


Gastric syphilis is not frequent and its clinical and 
histological recognition by no means simple. The 
authors report three cases of peculiar ulcerations 
which resembled specific lesions but were later 
proved not to be. 

The presence of a marked gastric deformity on 
roentgenological examination and its complete dis- 
appearance under anti-syphilitic treatment must be 
accepted a priori as evidence that the lesion is 
syphilitic, but the authors contend that the deform- 
ity must be distinct, such as an hourglass contrac- 
ture, and not just the defect in the outline of the 
gastric lumen that is associated with simple ulcer. 

The histological pictures of tuberculosis and 
syphilis of the stomach simulate each other so fre- 
quently that the differential diagnosis is very dif- 
ficult. Definite proof of syphilis is the presence of 
the spirochetes in the tissues. 

Emit C. Rositsnek, M.D. 


Olsson, Y., and Pallin, G.: The Roentgen Picture 
of Acute Invagination of the Intestine and the 
Possibility of Producing Disinvagination with 
the Aid of the Opaque Enema (Ueber das Bild 
der akuten Darminvagination bei Roentgenunter- 
suchung, und ueber Desinvagination mit Hilfe von 
Kontrastlavements). Acta chirurg. Scand., 1927, 
Ixi, 371. 

The authors report four cases of intestinal intus- 
susception in children in which characteristic roent- 
gen pictures were obtained by the use of opaque 
enemas. A central non-filled area in the intestinal 
lumen corresponded to the intussusceptum. 

In three of the cases reduction was obtained by 
increasing the pressure of the enema without anzs- 
thesia. In one case this was done unintentionally 
and probably incompletely, but in two it was done 
purposely and completely. 

This method of reduction is less severe and easier 
to control than the external manual method of 
reposition (Monrad) and should be attempted prior 
to operation in every case. 
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Alvarez, W. C.: Reverse Waves in the Pars Pylorica 
of the Stomach. J. Am. M. Ass., 1927, |xxxviii, 
472. 

Reverse waves have been seen in the pars pylorica 
of the stomachs of rabbits suffering from mild dy- 
namic obstruction of the small intestine produced 
experimentally. 

Similar observations have been made in man. In 
both man and rabbits, the reverse waves have been 
associated with others running aborally. It is 
possible that these reverse waves account for some 
of the distress and feelings of indigestion complained 
of by persons with duodenal ulcer and intestinal 
obstruction. 


Floercken, H., and Steden, E.: Contribution on 
the Development and Treatment of Peptic 
Ulcer of the Jejunum Following Gastric 
Operations, on the Basis of My Own Experience 
and That of Twenty-Two Other Surgeons 
(Beitraege zur Entstehung und Therapie des Ulcus 
pepticum jejuni nach Magenoperationen, nach 
eigenen E:rfahrungen und einer Umfrage bei 22 
Chirurgen). Arch. f. klin. Chir., 1926, exliii, 173. 

The author discusses the development and treat- 
ment of peptic ulcer of the jejunum on the basis of 
the literature, which he reviews briefly, his own 
experience, and the replies to a questionnaire sent 
to twenty-two other surgeons. He draws the follow- 
ing conclusions: 

When gastro-enterostomy is performed for ulcer 
of the duodenum in men of middle age the occur- 
rence of peptic ulcer of the jejunum within the first 
two years after the operation is to be expected in 
about 3.5 per cent of the cases. In the formation 
of a peptic ulcer of the jejunum constitutional fac- 
tors are of importance. When anterior gastro- 
enterostomy with the Braun method of anastomosis 
is done, the incidence of this lesion increases to 16.8 
per cent. 

In the localization of a peptic ulcer of the jejunum 
the clamps used in the formation of the anastomosis 
seem to be of importance. The attempt should be 
made to avoid the use of clamps, especially in the 
jejunum. When no clamps are used the morbidity 
due to peptic ulcer of the jejunum is reduced to 0.3 
per cent. 

The pyloric exclusion of von Eiselsberg should be 
discontinued. Primary extensive resection in duo- 
denal and gastric ulcer does not always protect 
against the formation of a peptic ulcer of the jeju- 
num, but is associated with much less danger of this 
sequela than gastro-enterostomy. 

The treatment of peptic ulcer of the jejunum 
must be surgical. The procedure of choice is radical 
resection. When this is impossible, a jejunostomy 
should be done. New anastomoses may not function 
and are therefore to be avoided. Especially in cases 
of high gastro-enterostomy, the attempt may be 
made to perform a palliative resection of the pylorus 
and antrum according to Kreuter’s method. 

Haim (Z). 


Ballin, M.: Diverticulitis of the Colon. Am. J. 
Surg., 1927, ii, 130. 

A true diverticulum is usually congenital and its 
pouch is composed of the entire wall of the viscus. 
A false diverticulum is acquired and its pouch is 
formed by herniation of only the mucosa through a 
weak spot in the muscular coat of the viscus. When 
a diverticulum is formed in the intestines stagnation 
of the intestinal contents may occur and give rise 
to inflammation. 

Diverticula occur more frequently in obese per- 
sons than in thin persons and in males than in 
females. Not all diverticula cause symptoms. In 
the colon, diverticula occur most frequently at the 
rectosigmoid juncture. Deaver does not accept the 
theory that the entrance of the blood vessels weak- 
ens the intestinal wall sufficiently to allow hernia- 
tion. The author attributes diverticula to a replace- 
ment of muscle tissue with fat, and regards constipa- 
tion as a contributory cause. 

The diagnosis of diverticulitis of the colon is 
based on a history of colicky pain in the left lower 
quadrant of the abdomen associated with rigidity, 
fever, and leucocytosis. The sigmoidoscope is not 
very helpful as it reveals only the inflammation of 
the mucosa. X-ray examination, although somewhat 
dangerous in acute cases, may outline the sac. 
Plates made three or four days after the opaque 
meal often show small sacs which, in the first plates, 
were obscured by the bowel. 

Eight clinical types of sigmoid diverticulitis are 
discussed and illustrated with case reports including 
acute and chronic conditions, abscess, malignancy, 
and urinary complications. 

Chronic inflammation surrounding the divertic- 
ulum is often mistaken for cancer. Following a 
preliminary enterostomy, the “malignancy” seems 
to predispose to cancer. The cancer does not grow 
toward the bowel lumen and therefore causes no 
symptoms of obstruction or filling defect in the 
X-ray picture. The author believes that most 
vesico-enteric fistula are due to diverticulitis and 
are inflammatory, not malignant. 

In cases of inflamed diverticulum of the sigmoid 
adherent to the bladder, gangrene of the scrotum 
may be caused by the extravasated urine which 
follows a definite route along the fascial planes in 
the perineum. 

The treatment of diverticulitis may be medical 
or surgical. In chronic cases the condition is relieved 
by a low-residue diet and colonic irrigations. Acute 
cases require surgical drainage or resection. 

Kart H. TannensavuM, M.D. 


Howard, C.: The Appendix Problem Today. Cana- 
dian M. Ass. J., 1927, xvii, 289. 


Howard emphasizes the fact that appendicitis 
occurs with considerable frequency as a sequel of 
tonsillitis. He has known of perforation of the 
appendix in the cases of seven persons recently 
treated for “abdominal grippe.” He confirms the old 
observation that operation for appendicitis with 
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rupture is followed by death relatively seldom in 
the cases of patients who were not purged before their 
admission to the hospital. Apparently the laity are 
as yet unaware of the grave danger cf administering 
castor oil and Epsom salts for abdominal pain. 

With regard to the question of early and late 
operation Howard states that when a patient, 
especially a child, is very ill, with a rapid pulse and 
evident perforation, it is good judgment to keep him 
under observation for a time if the infection shows 
any tendency to localize. Because of the danger of 
sudden and fatal collapse, a large abscess which can 
be felt on rectal or abdominal examination should 
be merely punctured and allowed to drain slowly. 
“*When in doubt, insert a drain.””, When contamina- 
tion of the peritoneum has once occurred, there is no 
peritoneal toilet that is safe enough to warrant 
closure without drainage. Drainage should be estab- 
lished in every case of perforation and every case 
of gangrenous appendix The stiff drainage tube 
has many objectionable features, among which is its 
tendency to cause a fecal fistula. A soft drain does 
no harm when left in place for nine or ten days. 
Probing and the pulling drains early are often fatal. 

Pulmonary embolism is a most dangerous com- 
plication. It occurs most often between the sixth 
and ninth days after operation and usually in septic 
cases. Gastric dilatation demands early and re- 
peated gastric lavage. 

The treatment of peritonitis consists in Fowler’s 
position, the withholding of everything by mouth, 
the administration of morphine to control peristal- 
sis, gastric lavage when necessary, proctoclysis or 
hypodermoclysis to supply an abundance of fluid, 
and the administration of soda and glucose to con- 
trol acidosis. Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Erdély, J.: Healed Multiple Ruptures of the Liver 
with Injury of the Intestine: A Contribution 
on the Diagnosis and Treatment of Subcu- 
taneous Rupture of the Liver (Geheilte multiple 
Leberruptur nebst Darmverletzung; Beitraege zur 
Diagnostik und Therapie der subcutanen Leber- 
ruptur). Deutsche Ztschr. f. Chir., 1926, cxcviii, 110. 


With the report of his experiences in four cases 
the author reviews our present knowledge regarding 
subcutaneous rupture of the liver. The most im- 
portant predisposing factors are pathological 
changes in the liver which not only increase the 
friability of the organ but cause it to project beyond 
the costal arch and thereby render it more exposed 
to the effects of trauma. 

The symptoms are at first those characteristic of 
rupture of the liver and later those of internal ham- 
orrhage and anemia and their sequela. The abdo- 
men is extremely tender, and in the right hypochon- 
drium, below the liver, the pain is particularly 
severe and occasionally radiates to the right shoul- 
der. The peritoneal irritation caused by the escaping 
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blood and bile causes hiccough, belching, and nausea. 
Under the right costal arch the rigidity of muscular 
defense is noted. In the right iliac region there is 
often increased dullness as the blood flow follows 
the ascending colon and the blood collects in the 
region of the cecum. The most unfavorable sign is 
bradycardia coming on after several hours in spite 
of increasing anemia. 

The only treatment for rupture of the liver, which 
may be fatal because of its own effects or its com- 
plications, is a timely operation under ether nar- 
cosis. Because of the danger of necrosis, even large 
portions (up to one quarter of the organ) must be 
removed if they are separated from the rest of the 
liver. Hamorrhage from injuries of the convex sur- 
face of the liver is checked by catgut ligatures and 
tannin-gauze tampons. Hamorrhage from the upper 
surface is checked by plastic surgery with the use 
of fascia and omentum, tamponade with small pieces 
of muscle, or suturing of the liver to the diaphragm. 

In the four cases reported there was one death, 
but according to other statistics, the mortality of 
the condition is usually much higher. Koc (Z). 


Martin, L.: Estimation of the Pancreatic Enzymes 
and the Value of Such Determinations from a 
Clinical Standpoint. Arch. Int. Med., 1927, 
XXXIX, 343. 


The estimation of the pancreatic enzymes is 
claimed by the author to be of great importance in 
the differential diagnosis of choledocholithiasis and 
cancer of the head of the pancreas. It may possibly 
serve also as a diagnostic method in cases of chronic 
pancreatitis which may be benefited by the use of 
pancreatic extracts. 

In cases of low pancreatic activity associated with 
gall stones or a chronic biliary infection in which 
treatment for the hepatic condition fails to cause 
improvement, cholecystectomy should be con- 
sidered. 

Enzyme activity is usually greatest in that part 
of the duodenal contents which is contained in the 
darkest biliary secretion commonly known as B bile. 
When it is not, it is such that it can be taken to 
represent the functional activity of the pancreas. 
When this portion is turbid because of the pre- 
cipitation of bile pigments by hydrochloric acid 
the use of clear A bile is suggested. 

After thorough centrifugalization, 1c.cm. of this 
is placed in 19 c.cm. of buffer solution, Ph 7.7, and 
1c.cm of the 1:20 mixture in 29 c.cm. of the same 
buffer. This makes a 1:600 dilution. These two 
dilutions are sufficient. 

Into three Folin and Wu blood-sugar tubes are 
placed respectively 1 c.cm. of the 1:20 dilution 
measured from an accurate 1-c.cm. pipette, o.1 
c.cm. from a o.1-c.cm. pipette of the 1:20 dilution 
with 0.9 c.cm. of standard buffer, and 1 c.cm_ of the 
1:600 dilution. To each tube is added 1 c.cm. of a 
I per cent starch solution made up by boiling. This 
is incubated for thirty minutes in a water bath at a 
temperature of 38 to 4o degrees C., 2 c.cm. of 
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alkaline copper sulphate of Folin and Wu are added, 
and the test made as for blood-sugar determinations. 

In normal cases the digestion in Tubes 1 and 2 
will be practically complete. Tube 3 is the one to 
read. If this reduction is low, it will be safe to take 
the 1:200 tube as representing the true pancreatic 
activity. The milligrams of dextrose produced from 
1 c.cm. of starch should then be calculated. 

To arrive at a unit of comparison it is necessary 
only to multiply the amount found in Tube 3 by 100, 
that in Tube 2 by 33.3, and that of Tube 1 with a 
dilution of 1:20 by 3.3. For example, in Tube 3 the 

standard 


colorimetric reading of —— — amount of glu- 
unknown 


cose in the standard X 100= milligrams of glucose. 
Antuony F. Sava, M.D. 


Bernhard, F.: A Method for the Recognition of 
Acute Pancreatic Diseases and for the Deter- 
mination of Their Course (line Methode zur 
Erkennung akuter Pankreaserkrankungen und zur 
Untersuchungen ihres weiteren Verlaufs). Deutsche 
Zischr.f.Chir., 1926, excviii, 351. 

Yor the diagnosis of acute pancreatitis in seven 
cases the author administered 50 gm. of insulin sugar 
by mouth and then determined the blood-sugar con- 
tent. A positive result was obtained in all. 

In disease of the pancreas, which has its most 
marked effect on the metabolism of carbohydrates, 
the blood-sugar level is increased. ‘The increase is 
determined by giving 50 gm. of glucose in from 100 
to 300 c.cm. of water after previously determining 
the blood sugar and then making a second blood- 
sugar determination at the end of forty-five minutes 
and a third at the end of two hours. In acute pan- 
creatitis the blood-sugar level is markedly elevated 
after forty-five minutes as well as after two hours. 
Distinct hyperglycwmia is present also in cases of 
acute pancreatic disease which run their course 
without the appearance of sugar in the urine. Other 
conditions in which it occurs are gastric and duode- 
nal ulcer and diseases of the biliary passages. These 
may be followed by pancreatic disease. Operation 
on either organic system may be followed by fatal 
pancreatitis. When pre-operative tests show a high 
blood-sugar value the operation should be as con- 
servative as possible. Vorscnuetz (Z). 


Bailey, H.: The Clinical Aspects of Acute Pan- 
creatitis. Brit. M.J., 1927, i, 367. 


The salient features by which acute pancreatitis 
can be differentially diagnosed from other intra- 
abdominal disorders are summarized as follows: 

1. The patient is usually fat. It appears that 
obesity definitely predisposes to the disease. 

2. The condition is recurrent. 

3. Rigidity of the abdominal wall is almost com- 
pletely absent. This is due to the fact that pre- 
operative general peritonitis is absent. 

4. Cyanosis is a common symptom. It is most 
marked in the cervicofacial region and is due to the 
severity of the toxamia. 


5. The pain is very severe, like that of perfora- 
tion, and radiates to the back. 

6. Loewi’s mydriatic test. Four drops of fresh 
1:1,000 adrenalin solution are instilled into one con- 
junctival sac. After five minutes, four more drops 
are instilled. The pupils are then examined at the 
end of half an hour. While adrenalin has no effect 
upon the pupil of a healthy person, in acute pan- 
creatitis a positive reaction, namely, dilatation of 
the pupil, is often obtained. Frequently the dilata- 
tion is eccentric and oval. It may be due to irrita- 
tion of the solar plexus by the swollen pancreas. 
The entire autonomic nervous system is thereby 
rendered very sensitive, and the adrenalin detonates 
the ocular sympathetic. 

7. The presence of a palpable abdominal mass 
is rarely noted. Obesity may prevent the detection 
of a pancreatic enlargement. 

8. Turner’s sign—a local discoloration of the 
skin, usually in the loin. This is seen in cases of two 
or three days’ standing, and is due to the direct 
action of the pancreatic juice which escapes by way 
of the retroperitoneal tissues and passes by the most 
direct route to the surface. 

9. Not uncommonly, the diastatic index of the 
urine is raised from the normal 15 units to 150 or 
more. 

10. In a small percentage of cases the urine 
contains sugar. 

The mortality of acute pancreatitis is very high. 
It will probably not be lowered until the cause of the 
condition has been conclusively elucidated. The 
riddle of all acute intra-abdominal inflammatory 
disturbances will probably be solved when the keyi s 
found to the commonest—acute appendicitis. 

SaMuEL Kaun, M.D. 


Harms, E.: The Production of a Passive Immunity 
to Trypsin Intoxication in Acute Pancreatic 
Necrosis (Ueber die Erzeugung einer passiven 
Giftfestigkeit gegen die ‘Trypsinvergiftung bei 
akuten Pankreasnekrose). Beitr. z. klin. Chir., 1926, 
cxxxviii, 148. 

The author carried out experiments on trypsin 
immunization based on the work of von Bergmann 
and Golecke. One series of dogs were treated with 
trypsin before the experiment, and in a second group, 
which were not so treated, pancreatic necrosis was 
produced and serum from the previously treated 
dogs was injected. 

In spite of the successful results obtained with 
active trypsin immunization, the injections of the 
serum of the dogs previously treated with trypsin 
failed to save the lives of the dogs in which acute 
pancreatic necrosis was produced by extensive 
resection of the pancreas and its implantation in the 
peritoneal cavity. The attempt was unsuccessful 
even when large doses of trypsin had been given for 
long periods of time. 

In conclusion the author states that the reason 
why passive trypsin immunization is not successful 
is related to the problem of the formation of anti- 
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trypsin in the serum, and so long as we do not know 
the mechanism of anti-trypsin formation in the 
serum it will be impossible to determine whether 
passive trypsin immunization in acute pancreatic 
necrosis is possible or why it is impossible. 

Konjetzny (Z). 


Inlow, W. DeP.: Traumatic Abscess of the Spleen. 
Ann. Surg., 1927, \xxxv, 368. 


Traumatic abscess of the spleen is rare. In the 
available literature the author has been able to find 
the reports of only twenty-three cases. These and 
a case of his own are reported. 

The condition is caused by injury to the splenic 
region with contusion or rupture of the spleen. The 
abscess results from the secondary infection of a 
hematoma and contused tissues. Separation of 
necrotic masses often results in splenic sequestra. 

The course of the condition may be divided into 
three stages: (1) the stage of initial injury, (2) the 
intermediate or cryptic stage, and (3) the terminal 
stage or stage of extension or rupture. 

The cases fall into four groups: (1) those in which 
the i injury, is more or less limited to the splenic area, 
(2) those in which the injury to the splenic area is 
associated with other injuries, (3) those in which the 
injury is associated with symptoms indicating early 
—" and (4) those in which the condition is 

atent. 

The diagnosis may be difficult. Many cases have 
been recognized only following rupture or at opera- 
tion or autopsy. The treatment is surgical. The 
prognosis is grave. The mortality has been 58 per 
cent. The mortality in cases operated upon was 38 
per cent and that in cases treated medically, exclud- 
ing latent cases, 100 per cent. Early diagnosis and 
timely intervention should improve the results. 

HerMAN O. McPueeters, M.D. 


MISCELLANEOUS 


Deaver, J. B.: Clinical versus Surgical Abdominal 
Diagnosis. Am. J. Surg., 1927, ii, 209. 

The author discusses at length the relationship 
between the modern methods of laboratory, path- 
ological, and clinical diagnosis and the methods 
that were necessary before the various laboratory 
sciences had advanced to their present stage of 
accuracy and importance. 
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Before the day of such developments, clinical 
diagnosis depended upon the trained senses, the 
accumulated experience, and the natural acumen 
of the observer. The history, inspection and pal- 
pation of the patient, and common sense were the 
only adjuncts at hand. But as science has advanced, 
so has the necessity for the education of the clinician. 
The clinician must be a good physiologist, biochem-- 
ist, pathologist, and the like. The present status of 
clinical diagnosis reaches its height when the powers 
of the old-time clinician are blended and improved 
by the newer methods of laboratory study now 
available. Remove the laboratory methods of 
diagnosis from the modern clinician, and he could 
in no way approach his present accuracy of obser- 
vation. 

However, implicit faith in the laboratory to the 
exclusion of the older methods of diagnosis is not to 
be desired. Elements of error cannot be discounted, 
nor can the personal equation of those making the 
tests. 

Not only is the laboratory of invaluable aid in 
diagnosis, but its importance in determining the 
operative risk is becoming more and more marked. 
Blood chemistry, roentgenology, renal functional 
tests, etc. are all of indispensable aid to the scientific 
clinician. 

Notwithstanding the aid given by the laboratory, 
a keen observation, careful history, and minute 

hysical examination can never lose their old-time 
importance. In the differentiation of abdominal 
conditions, much can be learned by the palpating 
hand—the point of greatest tenderness, the radiation 
of the pain, the position of greatest muscle spasm, 
the direction of fading or increase in the tenderness, 
etc. The differences in the histories of high and low 
intestinal obstruction, acute pancreatitis, and acute 
appendicitis are in most instances plain to the keen 
Laboratory methods never can replace 
een observation, but with the addition of the 
modern scientific methods the art of diagnosis is 
made easier. Our present quality of diagnostic 
accuracy depends upon the proper correlation of 
—— with correct clinicopathological tests. 
value of such modern diagnosis is directly 
reflected upon the patient. Earlier and better diag- 
noses make for better prognoses, the reduction of 
morbidity, and the lengthening of average life 
expectancy. MarsuALt Davison, M.D. 


GYNECOLOGY 


UTERUS 


Richardson, E. H.: Interpretation of Abnormal 
Uterine Bleeding. South. M.J., 1927, xx, 199. 


The author classifies abnormal uterine bleeding 
into the following three main groups: the obstetri- 
cal, the non-obstetrical, and bleeding due to asso- 
ciated causes. 

In the obstetrical group, bleeding is caused by 
uterine inertia (subinvolution), injury to the birth 
canal, retained placenta, placenta pravia (premature 
separation), abortion (threatened and inevitable, 
and incomplete), hydatiform mole (chorio-epithe- 
lioma), and ectopic pregnancy (bicornuate uterus). 
Injury to the birth canal includes that of the ordi- 
nary type, that caused by rupture of the uterus, and 
that caused by deep cervical tears involving the 
circular artery and vein. 

Uterine bleeding independent of pregnancy may 
be caused by: 

1. Pathological physiological conditions such as 
endocrinopathies and functional bleeding, at puberty 
(endometrial hyperplasia of characteristic type), or 
at the menopause. 

2. Infections of gonorrhceal, puerperal, or tuber- 
culous origin. 

3. Injuries, mechanical (erosions), chemical, 
thermic, and electrical; or those caused by roentgen 
or radium irradiation. 

4. Foreign bodies. 

5. Malpositions. 

6. Neoplasms of the uterus, ovary, and tubes, 
both benign and malignant. 

7. Remote causes, such as acute infectious 
diseases; constitutional diseases (anamia, haemo- 
philia, syphilis, diabetes); organic diseases of tuber- 
culous, cardiac, renal, or hepatic origin; chronic 
intoxications from alcohol, phosphorus, or lead; and 
emotional or vasomotor disturbances. 

Care H. Davis, M.D. 


Rosenzweig, M.: Syncytial Endometritis and Syn- 
cytioma. Am. J. Obst. & Gynec., 1927, xiii, 503. 

Two cases are presented of transitional lesions in 
the chorioma group: syncytial endometritis and syn- 
cytioma. The lesions are essentially benign. 

The treatment of syncytial endometritis is con- 
servative, curettage being the method of choice in 
the majority of cases. 

A review of the literature shows that there is not a 
general cognizance of these lesions and further that 
many cases reported as typical malignant chorio- 
epithelioma’ are really of these transitional types. 
Without the recognition of the syncytial or tran- 
sitional group the malignant tumors cannot be 
interpreted properly. ‘The incidence of typical ma- 


lignant chorio-epithelioma or choriocarcinoma is 
much less frequent than has been supposed. 
L. Cornett, M.D. 


Lenz, M.: Radiotherapy of Cancer of the Cervix 
at the Radium Institute, Paris, France. Am. 
J. Roentgenol., 1927, xvii, 335. 

Some of the aspects of the treatment of carcinoma 
of the cervix uteri as carried out at the radium insti- 
tute of Paris, France, are discussed in this report. 

A thorough clinical and bacteriological examina- 
tion is made in all cases suspected of being carcinoma 
of the cervix, and biopsy is done. 

Epidermoid carcinoma at any stage is treated by 
radiotherapy only. Adenocarcinoma is considered 
radioresistant and in early operable cases hysterec- 
tomy is done three or four weeks after radiotherapy. 
Papillary types of growth are considered more 
favorable for radiotherapy than infiltrating types. 

Deep infection in the form of parametritis or pel- 
vic cellulitis is a contra-indication to radiotherapy. 
None but local radiotherapy is relied upon at the 
Institute. The uterine and vaginal canals are used 
as sites for the radium when the disease is localized 
to the cervix. When there are extensions to the 
parametria or pelvic glands, roentgen therapy pre- 
cedes the curietherapy. 

In rcentgen therapy small doses of highly filtered 
rays are given twice daily for ten to twenty-five 
days. A 200 kv. transformer machine, 4 ma., 2 mm. 
zinc, 3 mm. AL and 3 mm. wood filter, 50cm. focal 
distance and usually six or more overlapping 15 by 
15 cm. fields are used. Accurate descriptions are 
given of fields and total dosage of roentgen rays and 
of the applicators and technique used in the radium 
therapy. 

Both vaginal and uterine applicators are left in 

place for five to seven days, these being removed 
cleansed and a douche given once daily. The uterine 
applicator contains 33.32 mg. radium element and 
delivers in five days approximately 4,000 mg. hrs. 
In the vaginal applicators, 26.66 mg. radium element 
are used and deliver in five days 3,168 mg. hrs. 
Thus a total of 7,200 mg. hrs. is used, the combined 
uterine and vaginal applicators only employing 
60 mg. of radium. From 7,000 to 8,000 mg. hrs. 
seems to be the correct dosage 
. By the method used at the Radium Institute, the 
chances of infection, when the irradiation is con- 
tinued for six days, are minimized. Of 362 cases 
proved to be carcinoma by histological examination, 
which were treated and traced, only six patients 
died of infection, ninety-five (26.2 per cent) were 
alive and free from clinical evidence of the disease in 
September, 1925. All cases were treated during the 
years from 191g to 1923. A. James Larkin, M.D. 
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Laborde, S., and Wickham, Y.: Radiotherapy of 
Cancer of the Cervix of the Uterus (Radio- 
thérapie du cancer du col de lutérus). Gynéc. et 
obst., 1926, xiv, 397. 


Laborde and Wickham classify cases of cervical 
cancer into the following four groups: (1) operable 
cases in which the lesion is limited to the cervix, 
(2) cases at the borderline of operability, in which 
there is invasion of the juxta-uterine tissues but the 
uterus is still mobile, (3) cases in the third stage, in 
which the parametrium is invaded and the uterus is 
fixed, the condition being inoperable, and (4) 
very advanced cases with invasion of neighboring 
organs, cachexia, and sometimes metastases, in 
which treatment can be only palliative. 

In a total of eighty-nine cases available for statis- 
tical purposes a cure lasting for periods ranging 
from eighteen months to five years was obtained in 
twenty-four (27 per cent). Of the five cases in the 
first stage all were cured. Of the nine cases in the 
second stage, 55.5 per cent were cured, and of the 
fifty-two in the third stage, 26.9 per cent were cured. 
Of the twenty-three cases in the fourth stage none 
was cured. 

Uterovaginal radium treatment can be used only 
in cases in which the cancer is strictly limited to the 
cervix and the parametrium is not infiltrated. As it 
is impossible to know that there is no dissemination 
at a distance, it should always be preceded by roent- 
gen treatment. Penetrating roentgen treatment is 
used to sterilize the lymphatic tributaries of the 
cancer region. The authors employ a Gaiffe constant 
tension apparatus (200,000 vclts) and irradiate four 
large fields, two anterolateral and two postero- 
lateral, at a distance of 40 cm. and with a filter of 1 
mm. of copper and 2 mm. of aluminum, giving 
4,000 to 5,000 R per field (measured with Solomon’s 
ionometer). The total dose varies from 15,000 to 
18,000 R and is given in from eight to ten hours. 

When the patient’s condition allows it, this dose 
should be given in a period of time not exceeding ten 
to fifteen days. If it is extended over a longer period 
the cervix does not receive a suflicient dose and later 
radium treatment is rendered more difficult. The 
radium treatment should be given at once after the 
roentgen treatment or after a rest of not more than 
forty-eight hours. The usual technique and a filter of 
14 to 2 mm. of platinum are employed. The dose 
ranges from 40 to 50 mc. Very large doses are use- 
less and may be injurious. The radium irradiation 
is given over a period of from four to twenty days. 
The best length of time is from four to six days. The 
authors do not use roentgen therapy alone except in 
very advanced cases in which treatment is only 
palliative. 

They have now concluded that in operable cases 
uterovaginal radium therapy alone or combined 
with roentgen therapy gives just as good results as 
surgery, and that either method may be used. They 
formerly believed that operation was indicated after 
radium therapy, but are now of the opinion that the 
radium therapy destroys the cancer cells in the uterus 


and subsequent operation does no more than remove 
a uterus that is already free from cancer and does not 
prevent glandular recurrence. 

Infection often occurs in radium treatment of the 
cervix. ‘The authors have found that polyvalent 
vaccine is a valuable preventive of infection in such 
cases, but does little good after the infection has 
once begun. Aubrey G. Morcan, M.D. 


Kimbrough, R. A., Jr., and Norris, C. C.: Factors 
Influencing End-Results in Carcinoma of the 
Cervix after Irradiation. Am. J. Obst. & Gynec., 
1927, xiii, 279. 

Certain factors influence the end-results in car- 
cinoma of the cervix treated by irradiation. 

The fat spindle or basal-celled tumors appear to be 
the most malignant. The best immediate results were 
found in the basal-celled type, while the best end- 
results were obtained in the prickle-celled tumors. 
The high grade of malignancy of the basal-celled 
tumor is probably offset by its greater susceptibility 
to irradiation so that the end-results are practically 
the same in all of the histological types. 

As would be expected, the best results were 
obtained in the cases in which the carcinomatous 
growth was limited to the cervix. The ultimate 
mortality increased in direct proportion to the extent 
of the disease at the time of the first treatment. Of 
the cases of recurrence after radical hysterectomy, 
12.8 per cent were living and well five years after 
irradiation. 

The papillary form of cervical carcinoma gives 
a somewhat more favorable prognosis than the 
infiltrating variety. 

The best results were obtained in patients be- 
tween the ages of 50 and 55 years. The patients 
under 40 and those over 65 years of age responded 
poorly to treatment. 

The total number of five-year cures in 263 cases 
was 13.7 per cent. The stage of the disease at which 
treatment is instituted is decidedly the greatest 
prognostic factor in cancer of the cervix and is more 
important than the histological type of the growth. 

Wolfe, in reviewing a number of cases in which the 
uterus had been removed by radical hysterectomy 
some years ago, stated that carcinoma of the cervix 
presented three different gross types, the time of 
onset of the symptoms and the rapidity of extension 
into the broad ligaments being different in each 
group. In the first group are the familiar cauliflower 
types of carcinoma. The second type is the so-called 
endocervical or infiltrating carcinoma. The third 
form is one which begins in the portio or near the 
external os and grows inwardly, destroying the cer- 
vix in its course of development. 

Histologically, four types are recognized. The 
first type, which is least malignant, is the old- 
fashioned squamous carcinoma. - The second type is 
the adenocarcinoma. In the third group the transi- 
tional epidermoid cell is prominent. In the fourth 
group the predominant cell is the fat spindle or 
basal cell. E. L. Cornett, M.D. 
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Martzloff, K. H.: Carcinoma of the Cervix Uteri: 
Its Operative Prognosis: A Clinical and Patho- 
logical Study to Ascertain the Prognosis Fol- 
lowing Operation for Extirpation of the Malig- 
nant Process. Bull. Johns Hopkins Hosp., Balt., 
1927, xl, 160. 


In a previous communication the author re- 
ported a pathological study of 387 cases of cancer of 
the cervix uteri from the Gynecological Service of 
the Johns Hopkins Hospital. The present study is 
based on 145 of these cases, operated upon during 
the 27-year period between 1893 and 1920. In every 
case a panhysterectomy was performed with the 
removal of a portion of the vagina and wide para- 
metrial dissection. The patients all left the hospital 
alive, and their present status is known except in the 
case of some who, after having been traced for five 
years, have been lost track of and have therefore been 
classed as five-year cures. 

From this study it would appear that a compara- 
tively accurate postoperative prognosis can be 
rendered in cases of cancer of the cervix uteri, pro- 
vided the tissue removed at operation is studied 
with sufficient care and the operation is performed 
by a surgeon adequately trained in the surgery of 
the female pelvis. Cart H. Davis, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Holzknecht, G.: An Inoperable Ovarian Tumor 
Treated by the Method of E. G. Mayer. Am. J. 
Roentgenol., 1927, xvii, 332. 

In the treatment of inoperable ovarian tumor, 
Holzknecht uses the method of E. G. Mayer. He 
does not discuss the method except to state that by 
its use the effect of the roentgen rays is augmented 
by a combination of roentgenotherapy with the 
intravenous injection of osmon, a protein free 
dextrose. 

The case is reported of a young Roumanian 20 
years old who had had an ovarian cyst removed 
from the left side in July, 1923. The pathological 
report at that time was papillomatous cystadeno- 


carcinoma. Recurrence, in the summer of 1924, on 
the right side was treated with two series of roent- 
gen irradiation without any benefit. In November 
1925, a second laparotomy was performed. Four 
liters of blood tinged ascitic fluid were removed. 
The remaining ovary was palpable and found to be 
adherent to the intestines, the uterus, and the pelvic 
peritoneum. Certain areas of the intestines were 
studded with tumors. 

In January 1926 Holzknecht was consulted with 
reference to the advisability of giving further radi- 
ation. Because of the poor response to the previous 
roentgen therapy he decided to try the method of 
E. G. Mayer. ‘Two days preceding and immedi- 
ately before each radiation 10 cubic centimeters of 
osmon solution containing 33 per cent of protein 
free dextrose was injected intravenously. One half 
the skin erythema dose of medium hard roentgen 
rays was given through four large portals of entry 
to the entire pelvis. Following this course of treat- 
ments the patient improved symptomatically and 
the pelvic tumor, which had filled the entire pelvis, 
was reduced in size and became slightly movable. 
Treatments by the method of E. G. Mayer were 
repeated again in February, 1926, and the patient 
returned to her own country. She continued to 
improve and in May, 1926, the consulting gynecolo- 
gist believed that the tumor was operable. At opera- 
tion it was found that the tumors were entirely 
isolated and that a hysterectomy could be performed. 
All the tumor masses were separated and readily 
and completely removed. The pathological report 
of the tissue was that the tumor masses were cys- 
tic with smooth interior surfaces. Microscopically 
there was not a single sign in any of the tissues 
examined to suggest a malignant tumor or carci- 
noma. 

The extent and rapidity of response in this case is 
especially interesting because two previous courses 
ef radiation had been without benefit. Holzknecht 
has observed this rapidity of response on the part of 
the tumor only since the employment of dextrose 
injections. Cuar.es H. Heacock, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Miller, N. F.: Pregnancy Following Inversion of the 
Uterus. Am. J. Obst. & Gynec., 1927, xiii, 307. 


The patient whose case is reported was a woman 
23 years of age who gave birth to her first child in 
March, 1924. The labor was entirely normal except 
for the third stage. Difficulty in the delivery of the 
placenta was followed by complete inversion of the 
uterus. The patient stated that she bled very pro- 
fusely and that her condition was considered ex- 
tremely serious for several days. During her con- 
valescence she noted a continuous bloody discharge 
which generally was slight in amount but occasion- 
ally was quite profuse. 

On October 11, 1924, she entered the hospital com- 
plaining of this discharge, a persistent dragging 
sensation in the pelvis, and frequent headaches. 
On October 17, 1924, a slightly modified Spinelli 
operation was performed. Convalescence was un- 
eventful, and the patient was discharged from the 
hospital two weeks later. 

On October 8, 1925, she gave birth to a normal 
male child weighing a little over 6 Ibs. The labor 
was entirely normal and lasted only five and a half 
hours. Examination of the cervix and uterus imme- 
diately after delivery revealed no evidence of the 
operation. No abnormality of the anterior uterine 
wall was noted, and no cicatrix or abnormally thin 
area could be found. Re-examination two weeks 
later revealed nothing abnormal. The puerperium 
was uneventful in every respect, and the patient 
was discharged at the end of two weeks. 

In fifty-six cases of uterine inversion pregnancy 
occurred once or oftener after the original inversion. 

The Spinelli operation probably gives the best 
results of any operative procedure. The chance of 
recurrence of the condition is approximately 44 per 
cent when manual correction is done, whereas it is 
very slight when correction is effected by operative 
measures. Adherent placenta is common. Post- 
partum hemorrhage occurred in 14 per cent of the 
cases at the time of subsequent confinement. Sepsis 
occurred in only two, and death in only one. The 
danger of rupture of the uterus in subsequent preg- 
nancies following operative correction of the condi- 
tion has been greatly exaggerated. Casarean sec- 
tion seems unwarranted but is more applicable to 
cases in which reduction was effected manually than 
in those operated upon. E. L. Cornett, M.D. 


Williams, J. W.: The Toxzmias of Pregnancy and 
the Treatment of Eclampsia. J. Am. M. Ass., 
1927, Ixxxviii, 449. 

The author classifies the toxamias occurring in the 
last trimester of pregnancy as eclampsia, pre- 


eclampsia, chronic nephritis, eclampsia superimposed 
on chronic nephritis, and low reserve kidney. 

The majority of cases formerly designated as 
“pre-eclampsia” are now placed in the category of 
low reserve kidney. Only about 5 per cent of the 
cases—those in which the patient is acutely ill with 
marked hypertension, albuminuria, amaurosis, and 
epigastric pain, and the blood chemistry is identical 
with the eclampsia blood chemistry —are considered 
as pre-eclamptic toxemia. 

In the group of low reserve kidney fall the cases 
with a blood pressure rarely exceeding 150/90, al- 
buminuria ranging from a trace to several grams per 
liter, and subjective symptoms of malaise, oedema, 
and headache which are benefited by bed rest and a 
restricted diet and rarely, if ever, end in eclampsia. 
After delivery in such cases there is a prompt return 
to normal. The condition usually does not recur in 
subsequent pregnancies, but if it does, the symptoms 
are no more aggravated than in the previous 
pregnancy. 

Differentiation between low reserve kidney and 
chronic nephritis and between uncomplicated 
eclampsia and nephritis engrafted on a chronic 
nephritis is often quite difficult before delivery and 
sometimes is impossible until recovery ensues, 
postpartum studies are made, or an autopsy is done. 


TABLE I.—-USUAL RANGE OF CERTAIN CON- 
STITUENTS OF THE BLOOD 


Normal Normal Nephritic 
non-pregnant pregnancy toxemia  Eclampsia 

Non-protein 
30-35 25-30 35-100 25-35, 

pic ..... 2.0-3.5 2.03.5 3.5-9.0 .O-12 

nitrogen..... 13.4 13.3 13 13.4 
7O-100 70-100 70-100 120-85* 
Lactic acid.... 20-35 20-35 35-80 50+200* 
Inorganic 

phosphorus.. 1.5-3.0 1.5-3.0 1.5-3.5 2.5-3.5* 
Carbon dioxide 55-65 40-50 40-50 15-55" 


*Radical changes. 


No figures are given in Table 1 for low reserve 
kidney, but as the latter condition is accompanied by 
no appreciable change, the data in the normal column 
are applicable to it. 

With the exception of the nephritic type, neither 
pathological study nor chemical analysis of the 
blood and urine give any clue to the ultimate 
etiology of eclampsia. The author ascribes the con- 
dition to the elaboration during pregnancy, from an 
unknown site, of some chemical substance which 
profoundly disturbs metabolism and produces cer- 
tain standard organic lesions. 

The most effective treatment of eclampsia is pre- 
vention by intelligent prenatal care and alert 
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vigilance to recognize early the prodromal symp- 
toms and institute early treatment of the various 
types of toxemia of pregnancy. 

In the true pre-eclampsia, the outbreak of con- 
vulsions and coma is imminent and the part of 
wisdom is to forestall the eclamptic attack, if possible, 
by the earliest termination of the pregnancy con- 
sistent with the safety of the patient, the choice of 
procedure being governed by the condition of the 
cervix. If the cervix is soft or partially dilated, the 
author begins the Stroganoff treatment and as soon 
as the patient has come under its narcotic influence 
inserts a bag without anesthesia. If the cervix is 
rigid, cwsarean section is resorted to, preferably 
without an inhalation anesthetic. 

In nephritic toxamia or chronic nephritis com- 
plicating pregnancy, the pregnancy should be 
terminated as soon as the condition becomes serious. 

Low reserve kidney, which rarely eventuates in 
eclampsia, responds fairly satisfactorily to conserva- 
tive treatment, and after pregnancy leaves no 
serious sequela, is treated by diet, bed rest, and 
observation unless, as in the occasional case, there 
is an exacerbation of symptoms, when premature 
labor is induced. 

In a careful consideration over a period of years 
of the treatment of actual eclampsia by immediate 
delivery by abdominal or vaginal section, accouche- 
ment forcé, etc. with chloroform anesthesia and sup- 
plemental procedures such as liberal bleeding, 
sweating, drastic purgation, the free use of morphine, 
and the profuse administration of fluids, the author 
found his maternal mortality was 24.89 per cent in 
eighty-five cases of antepartum and intrapartum 
eclampsia. In 1912 more conservative measures were 
instituted, operative delivery being deferred until 
full cervical dilatation was reached. In 1924, the 
following modified Stroganoff routit.e was instituted: 

1. On admission: Patient placed in a quiet 
darkened room and disturbed as little as possible. 
A special nurse on duty continuously until the pa- 
tient is definitely out of coma. One-fourth grain 
(16 mgm.) of morphine given hypodermically at 
once. Patient catheterized, examined medically and 
obstetrically, and bled for 200 ¢.cm., under nitrous 
oxide anwsthesia, if conscious. Patient placed on 
one side with the foot of the bed elevated as long 
as coma persists. Mucus swabbed from the pharynx 
as it collects. Water given freely while the patient 
is conscious. If she cannot drink on account of coma 
or lack of desire, the intravenous administration of 
500 c.cm. of 5 per cent glucose solution is considered. 
Delivery delayed until after the cervix is fully 
dilated, and then effected by the simplest operative 
means unless spontaneous delivery seems imminent. 
No chloroform used. Chemical assistants notified 
as soon as the patient is admitted in order that the 
necessary observations can be made. 

2. One hour after admission: If the patient is 
comatose, 2 gm. of chloral hydrate given in 100 
c.cm. of physiological sodium chloride solution and 
the same quantity of milk by rectum. If the patient 


is conscious, the chloral may be administered by 
mouth in 100 c.cm. of milk. 

3. Three hours after admission: One-fourth 
grain (16 mgm.) of morphine given hypodermically. 

4. Seven hours after admission: Two grams of 
chloral hydrate given as described above. 

5. Thirteen hours after admission: One and 
five-tenths grams of chloral hydrate given as de- 
scribed. 

6. Twenty-one hours after admission: One and 
five-tenths grams of chloral hydrate given as de- 
scribed. 

7. General directions: While eclamptic patients 
are under treatment, the assistants and nurses must 
insist on the greatest possible quiet. Catharsis, 
sweating, or venesection in excess of 200 c.cm. must 
not be employed. No change to be made in the 
schedule unless authorized by Dr. Williams or 
Stander. 

This routine differs from that of Stroganoff no- 
tably in the omission of chloroform, in the use of 
glucose injections, and in the routine withdrawal of 
blood. The withdrawal of blood is not for thera- 
peusis but solely to obtain a sufficient quantity of 
blood for routine determination and investigation. 


TABLE 2.-—RESULTS IN 275 CASES OF 
ECLAMPSIA 
110 up to December 31, 1911; 165 from 1g12 to 
March 31, 1926 


Deaths 
Series 1 Series 2 Per cent 
Cases Deaths Cases Deaths Series 1 Series 2 
Antepartum: 
33 s 30 Oo 15.1 0.0 
28 10 35.9 20:4 
Intrapartum: 
Severe........ 8 a 5 50.00 23.8 
Postpartum: 
Mild...... 15 Oo 24 0.0 
10 4. 22 5 40.0 41.6 
Total. 110 25 165 3. 23:8 43:3 


TABLE 3.-~RESULTS IN ANTEPARTUM AND 
INTRAPARTUM ECLAMPSIA 


Deaths Reduc 

Series 1 Series 2 Per cent tions, 

Cases Deaths Cases Deaths Series 1 Series2 times 
Mild.....: 40 54 19 
Severe.... 36 14 75 16 38.8 21.3 1.8 
Total... 85 21 12 826.) 9.96 


TABLE 4.-~FETAL MORTALITY 


Series 1 Series 2 Percentage 
Cases Deaths Cases Deaths Series 1 Series 2 
Antepartum..... 61 40 84 5 65.5 69.0 
8s; 49 73 56.6 


Williams attributes Stroganofi’s mortality of 2.5 
per cent to the fact that the great majority of 
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Stroganoff’s cases were of a mild type and occurred 
in women who were awaiting delivery in his clinic 
and were therefore treated immediately after the 
occurrence of their first convulsion. 

ALBERT W. Houtman, M.D. 


Fairbairn, J. S.: Acute Abdominal Emergencies 
Complicating Pregnancy and the Puerperium. 
Brit. M.J., 1927, i, 456. 


During pregnancy, certain emergency symptoms 
may arise which make the diagnosis and treatment 
of an acute abdominal condition very difficult. The 
diagnosis is most important. There are, no doubt, 
many cases of pregnancy in which the pain, nausea, 
and vomiting are caused, not by the pregnancy, but 
by gastro-intestinal troubles entirely independent of 
it. On the other hand, the symptoms of certain 
grave gastro-intestinal lesions may be attributed to 
pregnancy, much time being thereby lost before a 
correct diagnosis is made. Whenever a surgical 
emergency arises during the course of pregnancy, an 
experienced obstetrical surgeon should be con- 
sulted. 

Some of the more important signs and condi- 
tions requiring investigation are vomiting, particu- 
larly late in pregnancy; jaundice with epigastric 
pain and vomiting; acute cholecystitis or gall 
stones; marked and continued abdominal pain due 
to accidental concealed haemorrhage, ectopic preg- 
nancy, acute necrobiosis of uterine fibroids, strangu- 
lated ovarian cyst, or pyelitis, and acute pain with 
nausea, vomiting, abdominal rigidity, and fever due 
to acute appendicitis, intestinal obstruction, or 
peritonitis. 

When once the diagnosis of an abdominal condi- 
tion is made, the treatment is the same as in the 
absence of pregnancy. Emptying of the uterus is 
positively contra-indicated, particularly in the 
presence of infection. Interference with the preg- 
nancy is justifiable only if some operative procedure 
is contemplated which would be rendered too diffi- 
cult by the pregnant uterus. 

The postoperative management should be the 
same as in the non-pregnant state, with the addi- 
tion of all measures necessary to save the preg- 
nancy. Harvey B. Matrurews, M.D. 


Brodhead, G. L.: Accidental Hemorrhage. N. 
York State J. M., 1927, xxvii, 219. 


In a series of cases of accidental haemorrhage 
reviewed by the author there was no case of abso- 
lute concealment although in ten cases there was 
extensive concealed bleeding. Twenty-six of the 
women were multipare and seven were primipare. 
The parity of one is unknown. Seventeen of the 
multipare had been pregnant from eight to eleven 
times. In 74 per cent of the cases the haemorrhage 
occurred during the last month of pregnancy, and 
in 48.5 per cent during the last two weeks. In pla- 
centa previa the hemorrhage appears earlier. 

Among the predisposing and exciting causes were 
toxemia of pregnancy, endometritis, a blow, a fall, 


a sudden shock, a severe attack of coughing or 
vomiting, and a short cord. 

The maternal mortality was 26.4 per cent and 
the fetal mortality 85.3 per cent. There were twenty- 
eight stillbirths. One baby born alive, a monster, 
lived only five minutes. Of the five infants born 
alive and discharged from the hospital in good con- 
dition, three were born at term and two at eight 
months. In at least thirteen of the cases the preg- 
nancy did not progress beyond the eighth month. 
Maceration had occurred in at least seven of the 
babies. 

A woman with slight bleeding during pregnancy 
should be put to bed and kept under close observa- 
tion. If the bleeding continues, a modified de Ribes 
bag should be introduced and delivery completed 
with the forceps or by version if necessary. In some 
cases the author has used pituitary extract to 
advantage. 

If bleeding occurs during the first stage of labor a 
large de Ribes bag should be introduced and 
delivery completed by forceps or version. The author 
agrees with Holmes that the safest course consists 
in protecting the membranes until labor may be 
expedited. He believes that to keep the membranes 
intact is to preserve intra-uterine pressure, and that 
vaginal packing has no value not possessed by the 
hydrostatic bag and therefore should be discarded 
for the bag. 

When a severe external or internal haemorrhage 
has occurred before labor or in the first stage of labor 
and the cervix shows a dilatation of two fingers, 
the author advises cwsarean section or the introduc- 
tion of the de Ribes bag followed by forceps extrac- 
tion, version, or craniotomy. In severe cases with 
little or no dilatation, especially when the patient is 
a primipara, cwsarean section is the best procedure. 
If section cannot be done, the use of the de Ribes 
bag is advisable. 

So-called uteroplacental apoplexy does not re- 
quire removal of the uterus. 

Hysterectomy may be necessary when the uterus 
relaxes and bleeding continues in spite of packing. 
After the uterus has been emptied, whether by 
cesarean section or otherwise, Brodhead makes 
routine use of the iodoform gauze uterine tampon, 
believing that it lessens the blood loss after delivery. 
One cubic centimeter of pituitrin is given in every 
case as a routine measure. RoLanp S. Cron, M.D. 


Hartemann, J.: Therapeutic Abortion (Le malaise 
de l’avortement thérapeutique). Gynéc. et obst., 
xiv, 412. 


There is a great deal of confusion at the present 
time with regard to therapeutic abortion. Formerly 
it was permitted only in cases of severe hemorrhage 
which threatened the life of the mother, but the 
indications have been gradually extended until 
today it is considered permissible by some physicians 
not only as a means of saving the mother’s life but 
also of safeguarding her health and even for social or 
eugenic reasons. However, many conscientious 
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physicians are in doubt as to just when therapeutic 
abortion is justifiable and when it is not. 

In France, the law does not permit abortion 
under any circumstances. Even in cases with the 
most definite indications, it is illegal. The law is 
disregarded, however, when there are absolute indi- 
cations and it is deemed advisable by two physi- 
cians. The Church, of course, is absolutely opposed 
to abortion. It was formerly more liberal in 
this respect, and the author expresses the hope 
that its rules may again be relaxed to permit abor- 
tion when absolute indications are presented. 

The laws of different countries vary from the 
severity of the French law to the laxity of the Rus- 
sian law. The latter permits abortion on the basis 
of little more than the desire of the mother. The 
author believes that the French law is both too 
severe and too lax. It is too strict in that it forbids 
abortion under any circumstances and it is too lax 
in that, as it is disregarded, it may be stretched to 
cover abortions performed for insufficient reasons. 
Hartemann believes that the law should permit 
abortion on absolute indications and on certain 
relative indications, the latter strictly defined. In 
cases with absolute indications a consultation of two 
physicians should be sufficient, but in cases with 
relative indications there should be a consultation 
between the patient’s physician, looking out for the 
patient’s interests, an official physician with the 
social point of view, and a third person, of either the 
medical or legal profession, with a sort of regional 
jurisdiction. Aubrey G. Morean, M.D. 


LABOR AND ITS COMPLICATIONS 


Wieloch: The Replacement of Amniotic Fluid 
After Premature Rupture of the Amniotic Sac 
(Der Fruchtwasserersatz nach vorzeitigem Blasen- 
sprung). Zentralbl. f.Gynaek., 1926, 1, 2816. 


After the author’s investigations in the normal 
third stage of labor had shown that the retractive 
rocesses in the uterine musculature can be inhibited 
y relatively slight pressure, the procedure of Bauer, 
namely, the replacement by physiological salt solu- 
tion of the amniotic fluid lost by premature rupture 
of the amniotic sac, was again adopted. For this 
purpose a metreurynter resembling Bauer’s balloon 
was constructed. This consists of a Duehrssen bag, 
through the afferrent tube of which is drawn another 
and somewhat narrower rubber tube with its open- 
ing just in the center of the base of the balloon with- 
out passing beyond it. The balloon is inserted in the 
same way as an ordinary metreurynter, and filled 
with 500 c.cm. of sterile saline solution, and through 
the middle tube a quantity of sterile salt solution up 
to 500 c.cm. is injected into the uterus. 

Following a discussion of the various reasons why 
the Bauer procedure was not generally adopted at 
the time it,was suggested, the author reviews the 
advantages of the method described. 

Seven cases in which the latter procedure was 
used are reported. In two there was a prolapse of 


the cord with cephalic presentation in a narrow 
pelvis. In one case there was prolapse of an arm and 
leg with cephalic presentation; in another, cephalic 
presentation with prolapse of an arm in a narrow 
pelvis; and in another, a low position of the placenta 
with cephalic presentation and a narrow pelvis. Two 
were cases of cephalic presentation in a narrow pelvis 
with a conjugata vera of 8 and 8.5 cm. respectively. 
In every case the expulsion of the balloon was fol- 
lowed by version, which was strikingly easy even in 
primipare. The labor pains were increased after the 
filling of the bag. There were no hemorrhages in the 
third stage of labor. All of the mothers were dis- 
charged in good condition after an uncomplicated 
puerperium. 

Of the seven children, one died half an hour after 
birth from intracranial hemorrhage attributed to 
the extraction through the narrow pelvis (conjugata 
vera 8cm.) Another child suffered fractures of the 
humerus and femur as a result of difficult extraction. 
The six surviving children were discharged in good 
condition. 

The procedure described is indicated when: (1) 
there are conditions directly endangering the child, 
such as intra-uterine asphyxia with only slight dilata- 
tion of the cervix as in prolapse of the cord; (2) com- 
plications arise which make spontaneous delivery 
very difficult or impossible (pronounced weakness of 
the labor pains after premature rupture of the 
amniotic sac, prolapse of an arm with cephalic pre- 
sentation, posterior parietal presentation, and trans- 
verse position of an undilated cervix), and (3) when 
disturbances arise and timely version and extrac- 
tion in the interest of the child without injury to the 
mother is the most sparing procedure and other 
methods of delivery such as cesarean section cannot 
be considered. (G). 


Horner, D. A.: Bradytocia: A Study Based on 500 
Cases in the Chicago Lying-In Hospital. Surz., 
Gynec. & Obst., 1927, xliv, 194. 


The term “bradytocia”’ is applied by Horner to 
labor which extends beyond average time limits, 
whether accompanied by dystocia or not. De Lee 
gives the time limit as twenty hours for primiparx 
and fourteen hours for multipare. It is difficult to 
differentiate between false labor pains and pains 
having their origin in the generative tract and to 
determine the time of transition from false to true 
labor pains. 

Progressive dilatation plus contraction are the 
only criteria. 

In 4,521 deliveries in the Chicago Lying-In Hos- 
pital there were 500 cases of bradytocia, and in 400 
of these the condition occurred in women between 
19 and 30 years old. There was no one exciting 
etiological factor. Of the combination of influences 
responsible the most important are early rupture of 
the bag of waters, over-term pregnancy, mal- 
positions, malpresentations, and primary inertia. 
According to the causes, the cases may be classified 
as follows: 
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A. Powers deficient, disproportion present; con- 
dition due to primary inertia, secondary inertia 
(dry labor), a large baby, or malpresentation. 

B. Powers efficient, disproportion present; con- 
dition due to occiput transverse or posterior position 
or pathological pelvis or soft parts. 

A combination of A and B. 

In the usual case of bradytocia the labor shows 
little progress in the first twenty-four hours. The 
pains vary from those which subside entirely to 
contractions which become more frequent and 
painful, allowing the patient little time for physical 
and mental rest. Physical exhaustion may result 
with acidosis as demonstrated by an increase in 
the pulse rate, dryness of the skin, scantiness of the 
urine, the appearance of albumin, acetone, and di- 
acetic acid in the urine, slight fever, and perhaps a 
sudden rise in the blood pressure. Not infrequently, 
just as delivery is imminent or accomplished, con- 
vulsions with or without coma may begin. 

The diagnosis is based at first on the patient’s 
general physical construction and pelvic anatomy 
and capacity, and during the later months of preg- 
nancy on fetometry. It becomes certain when the 
normal time limits of labor are approached without 
sufficient accomplishment. 

The prognosis for the mother is good. All of the 
mothers in the cases reviewed left the hospital alive. 
The fetal mortality was 5.8 per cent and secondary 
chiefly to vigorous operative measures. 

The treatment consists primarily in eliminating 
for cesarean section those patients which would 
undoubtedly fall in the bradytocia class. It is hardly 
advisable to watch a pregnancy go beyond term and 
allow a fetus to attain such a size that dystocia is 
inevitable. In primary uterine inertia, stimulation 
of the uterine contractions is indicated. Tumultuous 
contractions or pains demand sedatives. Cervical 
dilatation may be accomplished with the metreuryn- 
ter. Manual dilatation is more successful in mul- 
tipare than in primipare. If manual dilatation is 
indicated in the case of a primipara the author 
prefers Duehrssen’s triple incisions. After complete 
dilatation, not more than an hour and a half should 
elapse before the onset of the second stage of labor. 
With the cervix dilated, the end of labor is in sight. 
If spontaneous delivery does not occur, we are con- 
fronted with the possibility of dealing with any con- 
dition in the entire field of operative obstetrics. 

SAMUEL J. Focetson, M.D. 


Toneff, E.: Atropine-Morphine in the Treatment 
of Rigidity of the Cervix (L’atropine-morphine 
dans le traitement de la rigidité du col). Gynéc. et 
obst., 1926, xiv, 384. 

Cases are seen very frequently in which dilatation 
is very slow and painful in spite of good contractions 
and normal or nearly normal pelvic measurements. 
This rigidity is due to spasm of the os. Kronig says 
that death of the infant during labor is caused twice 
as frequently by anomalies of the soft parts as by 
anomalies of the pelvis. 


In cases of cervical rigidity the author uses either 
atropine or a combination of morphine and atropine 
in the form of suppositories each containing 0.01 
gm. of morphine hydrochloride, 0.03 gm. of extract 
of belladonna; and 2 gm. of cocoa butter. He uses 
the combination more frequently than the atropine 
alone. He reports two cases in which he gave injec- 
tions of 14 mgm. of atropine and eight others in 
which he used the suppositories. He has employed 
the suppositories in many other cases, but these are 
described as typical. The treatment failed only in 
the case of a primipara with a rachitic pelvis with a 
true diameter of less than 9 cm. In one of his cases 
the rigidity was not affected by deep chloroform 
anesthesia, but yielded promptly to the atropine. 

It is the author’s practice to give atropine-mor- 
phine at once as soon as rigidity is demonstrated. 
If there are clinical reasons to suspect beginning 
rigidity but the contractions are still sufficient, he 
waits about two hours. He prefers the combination 
of atropine and morphine to morphine alone because 
it acts also on the spasm and pain which are asso- 
ciated with the rigidity. 

The dose that can be used varies in different cases. 
Parturient women can generally stand much higher 
doses of these drugs than others. The author has 
given from 2 to 3 ctgm. of morphine and from 6 to 9 
ctgm. of atropine within four to six hours. He has 
never noticed the slightest sign of intoxication in 
either the mother or the child. He believes this 
simple remedy should be tried in all cases of rigidity 
before operation is considered. 

Aubrey G. Morcan, M.D. 


Cornell, E. L.: Forceps Delivery. Surg., Gynec. & 
Obst., 1927, xliv, 221. 


When instrumental extraction is attempted the 
cervix must be fully dilated, the bag of waters 
ruptured, the baby alive or only recently dead 
(within five minutes), the head engaged, the mother 
in good condition so that a general anesthetic is not 
contra-indicated, and the pelvis large enough to 
permit the passage of the child. 

The second stage of labor should not last over 
one and a half hours without definite signs of 
progress and seldom over two and a half hours when 
progress is made. The technique of preparing and 
catheterizing the patient are described in detail. 

A careful vaginal examination is made, two 
fingers only being used in the case of a primipara or 
multipara with a tight vaginal orifice. If more than 
two fingers are introduced the perineum should be 
stretched by ironing out with the use of green soap 
as a lubricant, or by doing an episiotomy. If four 
fingers or the whole hand is inserted through the 
unprepared vaginal orifice, visible or invisible tears 
may result. 

If the child’s head is in the transverse diameter, 
the author places the first finger in the upper 
lambdoid suture and makes pressure upward in a 
circular manner. At the same time, the other hand, 
placed on the fundus of the uterus, presses down- 
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ward. This simple maneuver will rotate the head in 
at least 75 per cent of the cases. If it does not 
succeed, the head is pushed up and rotated manually 
and then brought down into the pelvis. Before the 
forceps are applied, the head is rotated anteriorly 
at least to 45 degrees. Before the blades are locked, 
the fetal heart rate is determined with the use of 
the head stethoscope. If, when the forceps blades 
are locked, the heart tones show any change in 
rate, one may be sure that the cord is caught in the 
grasp of the blades. By manipulating the blades, 
it is usually possible to push the cord aside. If this 
cannot be done it means that delivery should be 
rapid. 

When the baby’s head is brought to the perineum 
the power of the traction is lessened. The head is 
manipulated gently and brought to a point where the 
fenestra of the blades show for about 2 or 3 cm. 
The blades are then removed. ‘The rest of the head 
is delivered by stripping back the perineum with a 
large heavy towel folded twice. This protects the 
hands from fiecal contamination. If the uterus does 
not contract soon, the assistant places the palm of 
the hand on the baby’s buttocks and presses it 
downward in the line of the axis of the pelvic inlet. 
At the same time, traction is made on the fetal head 
in a downward and backward direction. The opera- 
tor and the assistant must work in unison. Too 
great pressure must be avoided as it may rupture 
the uterus. As soon as the anterior shoulder is 
brought under the pubis, the posterior shoulder 
is sought, the index finger placed in the baby’s 
axilla, and the shoulder extracted. Lf difficulty is 
experienced in extracting the body of the child be- 
cause the anterior shoulder impinges above the 
pubis, the posterior shoulder is grasped and rotated 
anteriorly through an arc of 235 degrees. ‘This causes 
the anterior shoulder to rotate in a circular fashion 
downward into the hollow of the sacrum. 

If the bleeding is profuse, the left hand is inserted 
into the vagina under strict asepsis and a thorough 
examination is made quickly of the vagina, the lower 
uterine segment, and the body of the uterus to 
determine the cause of the haemorrhage. The pla- 
centa is delivered. 

If the bleeding continues after the placenta is 
out and the uterus does not contract well, it is the 
author’s custom to give !2 c.cm. of obstetrical pitu- 
itrin directly into the uterine wall through the 
abdominal wall. Since the administration of pitu- 
itrin in this manner, the necessity for packing the 
uterus for postpartum h:emorrhage has been reduced 
75 per cent. Postpartum hemorrhage is more fre- 
quent in operative deliveries because the patient is 
more or less exhausted and does not respond well to 
ordinary stimulation, and second because the 
anesthetic relaxes the uterus. 

After the hemorrhage is controlled, the cervix 
is inspected and any lacerations are immediately 
repaired with interrupted sutures of forty-day 
chromicized catgut. Lacerations of the vaginal canal 
are repaired with interrupted catgut, and the 


episiotomy is repaired with two continuous catgut 
sutures and one subcuticular stitch of silkworm gut. 


Llames Massini, J. C. Ideal Inverted and Flexing 
Application of the Forceps in High Forceps 
Delivery (Prise idéale invertie et fléchissante dans 
certaines applications hautes de forceps). Gynec. et 
obst., 1926, xiv, 369. 

Very often, because of the inclination of the preg- 
nant uterus, orientation of the head of the fetus, or 
other reasons, the infant’s head is arrested before 
it becomes engaged in the superior strait. In such 
cases high forceps delivery is indicated and the ideal 
inverted and flexing application of the forceps 
should be used. ‘This application differs fundamen- 
tally from the classical application. It is correct with 
reference to the presentation, the axis of the pelvis, 
and the mechanism of delivery. The forceps are 
applied so that their concave border is directed 
toward the face instead of toward the occiput. The 
position is just the reverse of that of the classical 
application. This inverted application is the only 
one that makes it possible to place the blades along 
the occipitomental axis of the head presentation 
and the only application that makes it possible to 
(lex the head by a proper movement of the handles 
of the forceps. 

The article contains illustrations of the classical 
and inverted application showing the ideal parieto- 
malar application of the blades in the latter. The 
handles of the forceps will be near the thigh of the 
patient on the side of the fetal presentation, and 
when, after their articulation, the handles are moved 
toward the opposite thigh, the head is flexed. This 
flexing maneuver is the second step of the operation. 
Its object is to displace the occipitofrontal diam- 
eter which is presenting at the strait and substitute 
for it the suboccipitobregmatic. The head is then 
oriented in the corresponding oblique diameter, the 
primary transverse position being transformed into 
an oblique posterior position. By this movement, 
which is called preliminary rotation, the concave 
edges of the blades are adjusted obliquely forward 
and the convex borders obliquely backward, facing 
the sacro-iliac symphysis and the concavity of the 
sacrum. The pelvic curve of the forceps is therefore 
in proper position with relation to the axis of the 
pelvis. As traction is not made until after the pre- 
liminary rotation, the head engages in the oblique 
position. ‘The rest of the procedure is the same as 
that in anoblique posterior position with engagement. 

Aubrey G. Morcan, M.D. 


Boorstein, S. W.: Separation of the Symphysis 
Pubis, with a Report of Six Cases. Am. J. Obst. 
& Gynec., 1927, xiii, 345. 

The author reports briefly six cases of separation 
of the symphysis pubis. Conditions that may pre- 
dispose to this complication include softening and 
relaxation of the capsule, rachitis, and justo minor 
contracted pelvis, but the true cause is improperly 
directed forceps. 
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The symptoms are pain in the pubic and sacro- 
iliac joints, difficulty in walking, and a palpable gap 
in the pubic joint. The patient may be made com- 
fortable by placing her immediately on a Bradford 
frame and applying adhesive plaster strappings 
Later a belt can be worn. 

The prognosis is not as unfavorable as is generally 
believed. Proper orthopedic treatments relieve the 
symptoms and favor early recovery. 

L. Corne M.D. 


Harris, J. W., and Brown, J. H.: The Bacterial 
Content of the Uterus at Czsarean Section. 
Am. J. Obst. & Gynec., 1927, xiii, 133. 

This article is based upon a bacteriological study 
of the uterine contents obtained at fifty caesarean 
sections. In nineteen elective sections performed at 
an appointed time at the end of pregnancy and 
before the rupture of the membranes and in six 
cases in which the classical section was performed 
within four hours after the onset of labor the uterus 
was uniformly sterile. 

In five cases in which the classical section was 
performed six or more hours after the onset of labor 
bacteria were always demonstrated in the lower 
uterine segment, and in three of the cases strepto- 
cocci were found. 

Similar results were obtained in thirteen low 
cervical and six radical sections, the uterine contents 
being sterile only in the three cases in which the 
operation was performed within a few hours after 
the onset of labor. 

These bacteriological findings show clearly why 
the conservative section is safe only when it is per- 
formed at the time of election 

While vaginal examinations and premature 
rupture of the membranes undoubtedly increase the 
likelihood of bacterial invasion of the uterus, the 
absence of these factors in no way insures sterility 
of the uterus. 

Elevation of the temperature is a valuable sign 
of intrapartum infection, but a normal temperature 
cannot be accepted as evidence that ascending in- 
fection has not already occurred. 

Whether the presence of bacteria in the uterine 
cavity is due to the upward extension of bacteria in 
the vagina or an ascending infection from the vulva 
cannot be determined until comprehensive studies 
of the bacterial flora of the vagina have shown 
whether the occurrence of autoinfection is possible 
or not. L. Cornett, M.D. 


Vignes, H.: The Risk of Caesarean Section Late in 
Labor (Le risque des c(sariennes pratiqu¢es tardive- 
ment au cours du travail). Presse méd., Par., 
1927, XXXV, 52. 

As the classical cesarean section performed on 
the body of the uterus and followed by conserva- 
tion of the organ is always associated with some 
danger even in uninfected cases, it has been a com- 
mon practice in infected cases to terminate such 
cesarean sections by a hysterectomy or a Porro 


operation. When this is done, however, the uterus 
may sometimes be removed unnecessarily. To avoid 
hysterectomy, resort may be had to one of the 
following three procedures: (1) exteriorization of the 
scar, (2) exteriorization of the entire uterus or the 
Portes operation, and (3) ca&sarean section of the 
lower segment of the uterus. 

Both of the first methods necessitate a second 
operation and must be performed in a_ hospital. 
With regard to the Portes operation Englehard 
recently suggested that the circulatory disturbance 
caused by the exteriorization of the uterus may 
favor venous infection and that in cases with severe 
infection the conservation of the uterus may lead 
to sequele which cannot be overcome even by 
delayed hysterectomy. 

Low casarean section has several advantages. 
The low position of the incision in the peritoneal 
cavity makes it possible to use Fowler’s position to 
advantage. The incision is made in a zone that is 
much more resistant to infection than that of the 
classical cwsarean section. The incision is not so 
large as that of the classical cesarean section, and 
the loops of intestine and the omentum are pushed 
up by the uterus and therefore not exposed. Peri- 
tonization, which is of great value in the prevention 
of secondary infection, is easy whatever the condi- 
tion of the uterus. The incision is in the least vas- 
cular part of the uterus and much easier to suture 
than that of the classical operation. ‘The scar is not 
disturbed by contractions of the uterus as is a scar 
of the body of the uterus and is firmer than the 
latter. 

Objections that have been raised to the low 
cesarean section are that it is more difficult to per- 
form than the classical operation and may be very 
difficult if the lower segment is not well formed as 
is the case just before and in the initial stage of 
Jabor. Copious hemorrhage may occur when the 
incision is made, and the extraction of the infant 
is apt to be difficult. On repeated cwsarean section 
difficulty may be caused by subperitoneal scars and 
adhesion of the bladder to the lower segment. 

According to Portes, the low casarean section is 
suitable for doubtful cases and those of slow labor 
with an apparently aseptic course, and the Portes 
operation is indicated for those in which infection is 
more probable. Auprey G. Morcan, M.D. 


Welz, W. E.: Abdominal Caesarean Section in 
Detroit in 1926. Am. J. Obst. & Gynec., 1927, xiii, 
301, 


During the year 1925 there were 32,130 living 
births and 1,350 stillbirths in the city of Detroit, a 
total of 33,480 births. Of this number 10,425 (over 
31 per cent) occurred in hospitals. Approximately 
30 per cent of white babies and 58 per cent of col- 
ored babies were born in hospitals. Five hospitals 
Grace, Harper, Herman Kiefer, Providence, and 
Woman’s--each had 1,000 or more births during the 
year. In these five hospitals 100 abdominal sections 
were performed in 6,920 deliveries. In the fourteen 
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hospitals in which there were fewer than 1,000 
deliveries during the year there were fifty-four 
abdominal sections or one section for every sixty- 
five deliveries. In the entire nineteen hospitals 
there were 154 abdominal cesarean sections in 
10,425 deliveries or one in 67.7 deliveries. In the 
entire city there were 154 abdominal sections in 
13,480 deliveries, which is one in 217. If the eleven 
vaginal hysterotomies are included, there were 165 
sections, or one in every 203 deliveries. 

A surprising variation in the percentage of sec- 
tions done in various hospitals was found. In the 
five hospitals with more than 1,000 births, the rate 
of abdominal sections to all deliveries was as follows: 
Grace, 1 to 31.2; Harper, 1 to 30.7; Herman Kiefer, 
1 to 142.8; Providence, 1 to 206.5; Woman’s, 1 to 
123. It is to be noted that one of this group had an 
incidence of sections almost seven times as great as 
another. 

In the fourteen other hospitals, each of which had 
fewer than 500 deliveries, the rate of abdominal 
cesarean sections was as follows: Booth, 1 to 135; 
Crittenden, 1 to 471; Deaconess, 1 to 73.1; Dunbar, 
1 to 20; Delray, 1 to 50; East Side, 1 to 62; Ford, 
1 to 97; Grace Annex, 1 to 63; Jefferson Clinic, 1 to 1; 
Marr, 1 to 106; Mercy, o to 6; Lincoln, o to 189; 
St. Joseph’s, 1 to 34; and St. Mary’s, 1 to 24.5. 

In the 154 abdominal caesarean sections the 
maternal mortality was 13 per cent (twenty deaths), 
and the infantile mortality, including stillbirths and 
neonatal deaths, 11 per cent (seventeen deaths). 

In eleven vaginal hysterotomies, the maternal 
mortality was 18 per cent (two deaths) and the 
infantile mortality 63 per cent (seven deaths). 

Of the total 154 abdominal sections, forty-eight 
were performed because of contracted pelvis and 
thirteen because of previous sections for contracted 
pelvis. 

There were twenty-six abdominal sections for 
toxamias of late pregnancy and eclampsia, an inci- 
dence of 17 per cent in a total of 154. In this group 
the maternal mortality was 42.7 per cent (eleven 
deaths) and the infantile mortality 19 per cent (five 
deaths). 

Fourteen sections (9 per cent of all sections) were 
done for placenta previa. In this group there were 
no maternal deaths and one fetal death, an infantile 
mortality of 7 per cent. 

Fourteen sections (9 per cent of all) were done 
because of one or more previous sections in the cases 
of women without pelvic contraction. The maternal 
mortality was 7 per cent (one death) and the infan- 
tile mortality 21 per cent (three deaths). 

The group classed as miscellaneous included 
abdominal sections performed for various ma- 
ternal pathological conditions in eight cases (5 per 
cent). There were no maternal deaths, but three 
of the infants died, an infantile mortality of 36 per 
cent. 

Five sections (3 per cent) were done because of an 
obstructing tumor. In this group there was no 
fetal death and one maternal death (20 per cent). 


Three sections (2 per cent of all) were done for 
ablatio placente. These resulted in recovery of all 
of —% mothers and the death of two infants (66 per 
cent). 

The maternal mortality of the high abdominal 
section was 13.3 per cent, while that of the low sec- 
tion was 9 per cent. 

The infantile mortality of the high abdominal 
section was 10.5 per cent, and that of the low section 
18 per cent. 

The maternal mortality of vaginal hysterotomy 
was 18 per cent and the infantile mortality 63 per 
cent. 


tile mortality of 11 per cent following abdominal 
cesarean section is too high. Such poor results fol- 
low the indiscriminate performance of abdominal 
section by surgeons who do not understand or fellow 
the indications or who disregard the contra-indica- 
tions. 

Abdominal section is to be avoided especially in 
eclampsia. The maternal death rate of over 42 per 
cent in the cases reviewed is appallingly high when 
by medical care in this condition it can be reduced 
to less then 5 per cent. FE. L. Cornet, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Fekete, A. von: Subluxation of the Sacro-Iliac 
Joint in the Puerperium (Laesion des Sakroiliac- 
gelenkes im Wochenbett). Zentralbl. f. Gynacek., 
1926, |, 2370. 

The author reports a case of subluxation of the 
sacro-iliac joint following puerperal infection in a 
20-year-old primipara. The infection subsided after 
treatment with collargol, quinine, pyramidon, 
urotropin, aolan, and anti-streptococcus serum. 
One week after the patient had become practically 
afebrile, she complained of severe pain in the right 
sacral region which radiated toward the right. The 
right leg was moderately flexed and rotated out- 
ward. The hip joint was negative, and on careful 
passive movement was painless. The beginning of a 
decubitus ulcer was suspected. In the absence of 
fever there developed over the posterior end of the 
crest of the ilium an area of induration about the 
size of a hen’s egg. 

X-ray examination revealed a widening of the 
right sacro-iliac joint with dislocation of the bone 
ends. This accounted for the area of induration. On 
immobilization of the pelvis the pain ceased. One 
week later the patient left her bed, and fifty days 
later she left the hospital with no disability. How- 
ever, she complained intermittently for eight 
months and was not completely well until one year 
after delivery. 

The author attributes the subluxation to too 
forceful lifting of the patient with pressure on the 
sacrum. While septic emboli or serum. sickness 
might have been responsible for the symptoms, this 
appears unlikely because, except for one small 
furuncle, no pus formation could be discovered, the 
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patient was afebrile before the development of the 
joint condition, the joint condition was already 
present and tender before the serum injection, and 
the displacement of the bone ends was demon- 
strated by both palpation and X-ray examination. 
Matakas (G). 


Lunz, G.: Sinus Thrombosis in the Puerperium 
(Ueber Sinusthrombose im Puerperium). Zentralbl. 
f. Gynaek., 1926, |, 2710. 

To the nine cases of sinus thrombosis in the puer- 
perium which are reported in detail in the literature 
to date the author adds another. His patient was a 
27-year-old woman who, for years, had had a severe 
heart and lung affection. Two years after the inter- 
ruption ofa pregnancy she suddenly developed motor 
restlessness and clouding of the sensorium with 
attacks of clonic spasms and cramps in the extrem- 
ities. After a rapid increase in the severity of these 
symptoms, she died as the result of respiratory 
failure following several severe. attacks. At first, 
eclampsia was suspected, and then hemorrhage into 
the cerebral cortex. Autopsy disclosed thrombosis 
of the sagittal sinus and the lumina of the veins of 
the pia which enter it and a haemorrhagic infarction 
of the cortex in the region of the left parietal lobe. 
These findings explained the difficulty in the diag- 
nosis. 

Thrombi are formed most frequently in the proxi- 
mal end of the femoral vein and in the pelvic veins. 
Thrombosis of a cerebral sinus is rare. The etiology 
and pathogenesis of the thrombosis are matters of 
controversy. Mechanical causes suggested include 
retardation of the blood flow, a widening of the bed 
of the stream, the production of whirls in the 
stream, obstructions in the bed of the stream, and 
infection. It is evident that intercurrent diseases 
considerably increase the tendency toward throm- 
bosis, as in the cases of women who are markedly 
chlorotic or anemic. Conditions during the puer- 
perium are particularly favorable for the formation 
of thrombi. Opentuat (G). 


Hackemann: The Milk of Luetic Puerperal Women 
(Milch luetischer Woechnerinnen). Muenchen. 
med. Wehnschr., 1926, \xxiii, 1743. 


The author has previously reported that when the 
Wassermann reaction of the blood of the puerperal 
woman is positive her milk shows both a positive 
Wassermann reaction and a positive flocculation 
test during the first days of the puerperium. In the 
cases of women who nurse their infants these reac- 
tions disappear on the fifth day, whereas in the cases 
of women who do not nurse their infants they per- 
sist longer, even when the blood Wassermann is 
negative. 

The cause of the positive reactions is the presence 
of globulins in the milk. In the cases of the nursing 
women these disappear from the milk on the fifth 
day, whereas in cases of women who do not nurse 
their infants they remain. It is evident that the 
globulins do not pass directly from the blood into 


the milk since cases are known in which the milk 
reacted more strongly than the blood or the milk 
had a positive reaction while the reaction of the 
blood was negative. The globulin content depends 
upon the lymphocyte and lipase content of the milk. 
Herscuar (G). 


Lehmann, W.: Clinical Experiences in Puerperal 
Gas-Bacillus Infections (Klinische Erfahrungen 
bei puerperalen Gasbacilleninfektionen). Muen- 
chen. med. Wehnschr., 1926, \xxiii, 1606. 


The author reports fifteen cases of gas-bacillus 
infection from the extensive clinical material of 
Schottmueller. In nearly all of these cases there had 
been an attempt at criminal abortion. In this 
attempt the gas bacilli had been introduced into the 
vagina and uterus. Corresponding to the implanta- 
tion of the infecting micro-organisms there had 
resulted a local infection of the endometrium or 
uterine musculature or an infection of the lymph 
vessels or veins of the parametrium, and finally 
peritonitis through extension of the infection to the 
peritoneum. 

Besides the results of the attempt at abortion, all 
of these cases of gas-bacillus infection showed, as a 
secondary condition, an injury of the blood of vary- 
ing severity which was manifested by a reduction in 
the hemoglobin and erythrocytes and a regular, and 
in many cases marked, increase in the leucocytes. 
These changes in the blood, which are accompanied 
by absolutely typical symptoms in the skin, serum, 
and urine, constitute a pathognomonic indication of 
gas-bacillus infection, but do not indicate the locali- 
zation of the infection or the prognosis. It may be 
accepted as certain that they are the effects of a 
bacteremia. In the cases reported, gas bacilli were 
demonstrable in both the blood and the urine, in 
only the blood, or in only the urine. 

The diagnosis of the localization in a given case can 
be made only by the most careful clinical examina- 
tion and observation. For the demonstration of the 
development of gas gangrene of the uterus the 
occurrence of crackling during bimanual examina- 
tion is of particular value. ‘The absence of such 
crackling, however, does not rule out physometra. 

The prognosis of an infection of the endometrium 
is good even in the presence of a severe blood infec- 
tion, but gas gangrene of the uterus and peritonitis 
as well as lymphangeitis and thrombophlebitis are 
nearly always fatal. 

The treatment of choice is curettage for endome- 
tritis, extirpation of the uterus for physometra, and 
opening and drainage of the abdominal cavity for 
peritonitis. Hanporn (G). 


MISCELLANEOUS 


Madill, D. G.: Thirty-Six Years’ Work at the 
Rotunda Hospital: An Obstetrical Review. 
Trish J. M. Sc., 1927, p. 54- 

In this report the records of the Rotunda Hos- 
pital, Dublin, from 1889 to 1910 are summarized in 
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1889-1896. 


| | | | 

Total deliveries | 1,288 | | “5,067 | 14,423 | Total 8 
Placenta previa 6 5 6 8 | 8 | ases—2 deaths. 28. 36 dead 

a | | | | infants. 
Ca section | 3 I | | at ci death, ring. 
TABLE 2.—DR. PUREFOY, 1896-1903. 

1896 1807 1898 1899 | | 1902 Totals and percentages 

1597 18908 1800 1900 | 1yo2 1g03 
Total deliveries | | | 1,860 | | 1743 | | Total 
Morbidity 5.4 10 8-7 8 5 5.0 8.3 “Percentage 
Placenta previa 4 5 9 6 2 deaths. 1 in 29.5. 30 

_ dei ud infants. 

Induction = | 3 | 6 


tabular form, the results of different periods con- 
trasted, and the changes in the treatment of ob- 
stetrical pathology explained. ‘The tables cover a 
total of 34,457 obstetrical cases. 

It is of interest that in the seven years of Sir 
William Smyly’s mastership from 1889 to 1896 the 
morbidity was 5.7 per cent while under Dr. Pure- 
foy’s mastership, from 1896 to 1903, it was 7.4 per 
cent and under Dr. Tweedy’s mastership, from 1903 
to 1910, it was 6 4 per cent. 

Purefoy and Smyly regarded a case as morbid if 
there was a temperature of 100 8 degrees I’ on even 
one occasion. For the sake of comparison, ‘Tweedy 
used the same standard but instituted treatment in 
all cases with a temperature above 99 degrees F. 
for twenty-four hours and a pulse rate over go. His 
treatment of morbid cases consisted in a vaginal 
douche, elevation of the foot of the bed, and purga- 


tion. If the symptoms persisted, a uterine culture 
vas made on the following day. Purefoy abandoned 

the flushing curette, stressed constitutional treat- 

ment, and introduced the use of rubber gloves. 

Tweedy’s views on the treatment of contracted 
pelvis were the following: 

1. The induction of premature labor is never 
advisable. 

2. Perforation is not permissible unless the child 
is dead. 

3. Turning should never be done as a treatment 
for contracted pelvis, but may be performed for com- 
plications of labor, such as prolapse of the cord, when 
associated with contraction of the first or second 
degree. 

4. In the greater degrees of contraction time 
should not be wasted in an endeavor to obtain 
natural delivery. 
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TABLE 3.—DR. TWEEDY, 1903-1910. 
1904 1003. 1908 Totals and percentages 

1,047 1,043 1,970 1,063 2,100 2117 2,207 Total 14,337. 
Accidental hemorrhage 13 8 6 | 6 | £6 | | sin (4.2%). 
Forceps 65 74 03 "| 75. rin a7. 
8 | | 7 | 14 | 7ocases—6deaths. Mortality 8.5%. 

5. In the lesser degrees of contraction ample 6. High forceps should never be applied until all 


time should be given the woman to enable her to 
deliver herself if possible. Eight or ten hours may 
be necessary for the moulding of the head. Inter- 
ference should not be considered until there are 
evidences of fetal or maternal distress. When fetal 
symptoms of distress are once manifested there 
should be no delay in delivery. Walcher’s position 
should not be forgotten as an aid to fixation of the 
head. 


arrangements are perfected for an operation to en- 
large the pelvis. 

With regard to the treatment of eclampsia it is 
of interest that, despite the recommendation of 
Bumm that the uterus be emptied, Tweedy believed 
that labor should never be induced and its onset is 
not desirable but that if it occurs its progress should 
seldom be interrupted. 

SAMUEL J. PoGrerson, M.D. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Herzberg, B.: The Practical Results of Extirpation 
of the Adrenals in So-Called Spontaneous 
Gangrene, on the Basis of 110 Cases Reported 
by Russian Surgeons (Das praktische Resultat 
der Nebennierenexstirpation bei der sogenannten 
Spontangangraen nach den Angaben von _ 110 
Faellen russischer Chirurgen). Arch. f. klin. Chir., 
1926, exliii, 125. 

On the basis of the theory, supported by labo- 
ratory findings, that spontaneous gangrene is due to 
hypersecretion of the adrenals, Oppel recommended 
the extirpation of one adrenal in this condition. In 
this article Herzberg critically reviews the 110 
cases so treated by Russian surgeons. In eight of his 
own cases he removed two-thirds of the left adrenal. 
In one case the operation was followed by death, 
in six it had no elect, and in one it resulted in im- 
provement but the period of observation was only 
seventeen days. 

Of Oppel’s fifty-eight cases, death occurred in 
eight and amputation was necessary in twenty-four. 
Of thirty-one patients re-examined from six to 
twenty-four months after the operation, ten were 
cured, five showed improvement, eight were cured 
after an amputation performed within three months 
after the adrenal operation, and eight were cured 
after a later amputation. 

To these cases are added forty-four treated by 
other Russian surgeons, making a total of 106. In 
all, there were nineteen deaths, fifteen of which were 
directly attributable to the operation. In forty- 
eight cases the pain ceased after the operation. In 
twenty-six, the pulse increased but only for a short 
time. In forty-seven cases amputation was neces- 
sary. 

The end-results are poor. Only three of the 
patients were still well two years after the opera- 
tion. ‘Therefore the hope of effecting a cure by 
epinephrectomy in spontaneous gangrene has not 
been realized. VORDERBRUEGGE (Z). 


Aschner, P. W.: Thrombosis and Thrombophlebitis 
of the Renal Vein. J. Urol., 1927, xvii, 309. 


One case of thrombosis and four cases of throm- 
bophlebitis of the renal vein are reported in detail. 
The case of renal vein thrombosis was that of a 
male infant 2 months old who was admitted to the 
hospital with swelling of the right side of the scrotum 
and a cough. On the fifth day a movable mass was 
palpated in the right loin and thereafter became 
ey larger. The baby died on the seventh 

ay. 

Autopsy revealed a purulent tracheobronchitis 
and chronic indurative organized pneumonitis in 


both lungs. The right kidney was three times larger 
than the left. The right renal vein was distended by 
an adherent blood-platelet and leucocyte thrombus. 

The first case of thrombophlebitis of the renal 
vein was that of a 66-year-old man with a cough, 
dyspnoea, anorexia, and weakness. Two weeks 
after the patient’s admission to the hospital the 
right kidney became large and tender and the tem- 
perature rose to 102 degrees F. Cystoscopy demon- 
strated bilateral hydro-ureteronephrosis. The pa- 
tient died three days after the cystoscopic exami- 
nation. 

Autopsy revealed old adhesions in the apices of 
both lungs and anthracotic nodules. The heart 
valves, coronary vessels and aorta showed atheroma- 
tous changes. The kidneys were surrounded with 
fat and were greatly enlarged, weighing over 500 
gm. each. On stripping, the capsule surfaces were 
found studded with abscesses. The renal veins of 
both kidneys showed thrombi filling the lumen. 

The second case of thrombophlebitis was that of 
a man of 42 years who, five weeks before his admis- 
sion to the hospital, developed a furuncle of the left 
temporal region. At the time of his admission he was 
suffering from chills, a high fever, and pain in the 
right lower portion of the chest. The right kidney 
was palpable but not tender. The lower third of the 
right fibula was tender, and on incision pus was 
obtained from it. The patient died five days after 
his admission. 

Autopsy showed a healed scar in the left temple, 
a suppurating wound in the left leg, pustules over 
the back and arms, and scattered raised reddish 
nodules throughout the lungs. The left kidney was 
normal. The right kidney showed a perinephritis 
about the upper pole. The renal vein was distended 
by an adherent grayish-red thrombus. 

The third case of renal vein thrombophlebitis was 
that of a man of 50 years who was recovering from 
gonorrheeal urethritis. Ten days before the patient’s 
admission to the hospital the introduction of a 
bougie by his physician was followed by pain in the 
left loin, hematuria, headache, fever, and chills. 
The temperature rose to 107 degrees F. Blood cul- 
tures showed the bacillus coli. Cystoscopy revealed 
normal findings on the right side and purulent bloody 
urine under pressure from the left side. Ureteral 
catheter drainage gave no relief. On exposure, the 
left kidney was found enlarged to twice its normal 
size. A subcapsular abscess of pinhead size was 
found. Nephrectomy was done. The renal vein con- 
tained a thrombus. Convalescence was uneventful 
except for the development of a subscapular abscess 
on the left side. This abscess was opened. 

The fourth case reported was that of a man of 36 
years who had had a transient hematuria five years 
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previously and was admitted to the hospital with 
lumbar pain on the right side, chills, and a tempera- 
ture of ro5-degrees F. The right loin was very ten- 
der. Cystoscopy gave negative findings on the left 
side, but on the right side revealed a flow of thick 
pus. A catheter was left in. The X-ray showed a 
small, dense, triangular shadow region in the right 
renal pelvis. A stone was removed by nephrotomy; 
the organ was decapsulated and a drainage tube left 
in. The operation was followed by a high fever and 
chills. Blood cultures showed bacillus coli. A month 
later a rapid secondary nephrectomy was done. 
Pneumonia developed in the base of the right lung, 
but the patient recovered and is now well. 

Because of the insufficiency of clinical data, 
reliable diagnostic criteria in such conditions as 
bacteremia in thrombophlebitis of the renal vein 
are as yet unknown. However, it is important for the 
surgeon to be aware that such complications of renal 
infection are possible and that the kidney may be 
the focus of metastatic lesions. 

H.W. Wactuer, M.D. 


Haines, W. H., and Milliken, L. F.: The Effect of 
Ether Anzsthesia on Renal Function. /. 
Urol., 1927, xvii, 147. 

From numerous experiments on dogs with normal 
kidneys the authors draw the following conclusions: 

1. Deep ether anesthesia very markedly inhibits 
function in experimental animals. 

2. The effect of ether on the kidneys appears to 
be that of a vasoconstrictor. 

3. Albuminuria and the other renal sequela of 
ether anasthesia are probably due to a secondary 
capillary hyperemia following the primary vaso- 
constriction. 

4. It is not likely that ether has any direct toxic 
action on the tissues of the kidney. 

5. The preliminary injection of morphine and 
atropine prevents ether inhibition of renal function in 
experimental animals. 

Joseru Ersenstarpt, M.D. 


Lee-Brown, R. K.: The Phenomenon of Pyelo- 
venous Backflow. J. Urol., 1927, xvii, 105. 


The phenomenon of pyelovenous backflow was 
brought before the medical profession at the San 
Francisco convention of the American Medical 
Association in 1923. Recently the occurrence of this 
phenomenon has been denied. This article is a 
preliminary report of work undertaken to prove its 
occurrence. 

In the original contribution it was stated that 
extensive injection of the tubules by way of the 
pelvis is impossible. By the use of a true solution 
such as potassium ferrocyanide instead of a suspen- 
sion such as was used in the earlier experiments it 
has been found possible to penetrate in some cases 
as far as the convoluted tubules. 

The possibility of pyelovenous backflow was first 
suggested during an investigation of the renal cir- 
culation in which the pelves of the kidneys were 


injected with celluloid. In these investigations it 
was observed repeatedly that pelvic rupture occurred 
at surprisingly low pressures, even those lower than 
the secretory pressure of the animal under observa- 
tion. It was noted also that the pelvic extravasation 
invariably took on the structure of the veins. 

The point at which the phenomenon starts has 
been difficult to determine. It was evidently in no 
way due to tubular rupture or to penetration 
through the tubular system. It has always seemed 
that the flow starts where the mucosa is acutely 
reflected from the pelvic wall onto the minor calyces. 
By increasing intrapelvic pressure, the progressive 
stretching of this acute angle leads to minute tears 
in the mucosa which permit the fluid in the pelvis to 
pass into the veins. If the process starts as minute 
parenchymal ruptures, why the absence of general 
extravasation? Why the specific selection of the 
venous system as opposed to the tubular interstitial 
and arterial systems? 

It had been previously noted that while it is possible 
to reverse individual sections of the general circu- 
lation, this does not apply in the case of the kidney. 
It is easy to irrigate normal saline solution through 
the kidney by way of the renal artery and obtain a 
ready flow through the renal vein, but if this pro- 
cedure is reversed and the kidney is injected through 
the renal vein, no flow is ever obtained through the 
artery. Under the latter circumstances the solution 
steps short of the glomeruli and rupture of the 
kidney will occur before any further penetration can 
be obtained. Hence, if the fluid in the pelvis once 
gets into the renal capillary plexus it cannot escape 
by way of the artery but must leave the kidney 
through the renal vein. 

The fact that in cases of pyelovenous backflow 
the pelvic contents seemed to enter the veins through 
minute tears in the pelvic mucosa suggested a study 
of what happens when fluids are forcibly injected 
into the kidney substance. So far as the vascular 
system is concerned its only route of exit would be 
by way of the renal vein. In case of the interstitial 
tissue and lymphatic spaces two courses are open: 
(1) it must remain in these spaces or, when intro- 
duced in large amounts, cause extensive extravasa- 
tion and ultimate rupture of the kidney; or (2) it 
may break through the tubules and escape into the 
pelvis or break into the venous capillary plexus 
and escape by way of the renal vein. 

To test these theories, injections of India ink 
were made into the renal parenchyma of various 
animals. Fresh kidneys recently removed were 
used in this work and the injections were made 
gently and slowly. Various types of kidneys were 
employed in the experiments, but the results were 
similar in all. The injection resulted first in the 
appearance of the ink in the subcapsular venous 
plexus of the cortex around the site of puncture. It 
then gradually spread locally and soon appeared 
at more distant points. After 1 or 2 c.cm. had been 
introduced, depending upon the size of the kidney, 
the ink began to flow out of the renal vein and 
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continued to do so as long as the injection was 
continued. A study of the kidneys injected in this 
manner and properly prepared showed extensive 
injection of the venous system. There was little 
evidence of interstitial extravasation at the site of 
injection and no obvious tubular injection. 

These experiments offer an explanation of the 
phenomenon of pyelovenous backflow. It may be 
concluded that any fluid forcibly introduced into the 
kidney substance either through minute tears in the 
pelvic mucosa or by direct injection into the paren- 
chyma from the outside will pass directly into the 
venous system. Harry A. Fowier, M.D. 


Hellstrém, J.: A Contribution to the Knowledge 
of the Relation of Abnormally Running Renal 
Vessels to Hydronephrosis, and an Investiga- 
tion of the Arterial Conditions in Fifty Kid- 
neys. Acta chirurg. Scand., 1927, \xi, 289. 


The author reports two cases of hydronephrosis 
in which at operation a vascular stalk crossing the 
ureter was found to obstruct the outflow of urine 
from the renal pelvis. As a result of this finding, he 
reviewed the literature on hydronephrosis attrib- 
uted to abnormally running renal vessels and 
investigated the vascular condition in fifty kidneys 
in autopsy cases with the following conclusions: 

1. The assumption that hydronephrosis may be 
produced by compression of the ureter by abnor- 
mally running renal vessels is based partly upon 
anatomical findings at operation or autopsy and 
partly upon the effect of mere ligation of the vessel 
which results in relief of the pain, increased renal 
function, and partial retraction of the dilated pelvis. 
It is possible, however, that in such cases the renal 
dilatation may have heen produced by other causes 
and that the vessels first compressed the ureter ina 
late stage of the hydronephrosis. 

2. There is no doubt that in many instances renal 
vessels crossing the ureter have been the main cause 
of hydronephrosis, but even in these cases there 
may have been contributory factors. Of the con- 
tributory factors generally cited, temporary disten- 
tion of the renal pelvis is of less importance than 
downward displacement of the kidney. Disappear- 
ance of the perirenal fat is probably of great impor- 
tance since descent of the kidney is thereby facilitated 
and the vessels and ureter become more intimately 
associated than when they are surrounded by fatty 
tissue. In the presence of abnormally running renal 
vessels a congenitally large and extrarenally situ- 
ated pelvis probably favors the development of 
hydronephrosis. 

3. In many cases it is impossible to determine the 
part played by the abnormally running vessels in 
the production of the hydronephrosis. Other etio- 
logical factors must also be reckoned with, such as 
abnormalities at the beginning of the ureter and 
disturbances in the peristalsis of the renal pelvis and 
ureter. 

4. Vessels giving rise to ureteral compression, 
whether primary or secondary, generally take a 


course according to the law promulgated by Eke- 
horn. However, such vessels need not necessarily 
enter the kidney outside the hilum or in the hilum 
border; they may enter the renal sinus. 

5. Abnormalities in the distribution of the renal 
vessels are of very common occurrence (an incidence 
of 46 per cent in the cases reviewed). For anatomical 
reasons the application to renal vessels with an 
abnormal course of such terms as ‘‘accessory,” 
“supernumerary,” or “aberrant” should be avoided. 
“Abnormally running vessels” is a better term. It 
must be borne in mind, moreover, that there are many 
transition forms between normal and abnormally 
running renal vessels. 

6. The presence of pain does not settle the diag- 
nosis. The intensity and duration of the pain are 
not in proportion to the size of the hydronephrosis. 
Ureteral catheterization may give useful informa- 
tion, but may also be misleading. The most reliable 
information is obtained from pyelograms, but even 
these may be misleading. To determine on the basis 
of a pyelogram whether ureteral compression by 
renal vessels is present is sometimes impossible. 
A hydronephrotic kidney which is shown by the 
X-ray to be long, suggests the presence of abnor- 
mally running renal vessels. Tests of the function of 
each kidney separately may be of some aid in the 
diagnosis and in judging the function of the“healthy”’ 
kidney, but is of subordinate value as an index of 
the state of the hydronephrotic kidney. 

7. In the treatment the choice lies between 
nephrectomy and a conservative measure such as 
resection of the vessel. On division of the vessel the 
possibility of circulatory disturbances in the kidney 
cannot be excluded, but as a rule these disturbances 
are so mild as to be of no practical importance. In 
many cases division of the vessel may relieve the 
pain, increase the renal function, and, at least to 
some extent, bring about a reduction of the dilata- 
tion of the renal pelvis. This procedure should be 
resorted to in all cases in which the renal pelvis is 
not markedly dilated and there is no severe infec- 
tion. Even under such circumstances, however, the 
vessel should be divided if nephrectomy is contra- 
indicated by reduced function of the other kidney. 
In true and marked movable kidney, nephropexy 
should be done in addition to division of the vessel, 
and in the case of a kinked ureter fixed by adhe- 
sions the adhesions should be freed. When the 
other kidney is normal, nephrectomy should be 
performed in far advanced cases in which only a 
little parenchyma remains and in those with more 
severe infection or other changes in which retention 
in the renal pelvis is to be expected after division of 
the vessel. 


Morse, H. D., and Braasch, W. F.: The Compara- 
tive value of Guinea-Pig Inoculations in the 
Diagnosis of Renal Tuberculosis. J. Urol., 1927, 
xvii, 287. 


In 109 cases in which operation was performed 
for unilateral renal tuberculosis during a five-year 
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period, urine from the remaining supposedly non- 
tuberculous kidney, and in forty-five cases urine 
from both kidneys, was injected into guinea pigs. 
In five (11 per cent) of the latter no evidence of 
tuberculosis was found either by guinea-pig inocu- 
lation or by microscopic examination of the urine. 
In three (6.6 per cent) of the forty-five cases the 
guinea-pig inoculation was negative while the smears 
of the urine were positive. This discrepancy may be 
explained by the inherent defensive mechanism of 
guinea pigs which varies according to the number 
and type of bacilli injected; by fibrosis and encap- 
sulation of the infected area in the patient; and by 
the appearance of the bacilli tuberculosis in showers 
so that at intervals the urine may be free from them. 

In doubtful cases of renal tuberculosis, the various 
clinical and laboratory examinations, such as urog- 
raphy, cystoscopy, studies of renal function, and 
examination of other portions of the body for tuber- 
culosis, may be of greater diagnostic value than 
examination of the urine by guinea-pig inoculation 
or staining for the tubercle bacillus. Pyelography 
may be of greater value in establishing the diag- 
nosis than any other procedure; it may justify a 
definite diagnosis of tuberculosis even when the 
microscopic and clinical data are doubtful or negative. 

Of the 109 cases in which nephrectomy was per- 
formed for unilateral renal tuberculosis, the inocula- 
tion of urine from the supposedly healthy kidney 
into guinea pigs was followed in nineteen cases by 
definite miliary tuberculosis in the animal. In spite 
of this result, however, a review of the data in these 
cases led the authors to doubt whether all of the 
patients had a bilateral infection. 

There is comparatively little difference, if any, 
in the late mortality in the so-called bilateral cases 
and the proved unilateral cases. In many of the 
apparently bilateral cases examination carried out 
several years after operation showed that the symp- 
toms had disappeared and that the urine was normal. 
The observation made by Beer and his associates 
that the positive guinea-pig inoculations in these 
cases were the result of contamination is probably 
correct. It seems probable, however, that this 
occurs by means of regurgitation from the bladder 
rather than from contamination of the catheter. 
Such regurgitation would be quite easy ‘in the 
presence of ureteritis of the lower ureter. 


Cumming, R. E.: The Coincidence of Renal Tuber- 
culosis with Hydronephrosis. J. Urol., 1927, 
xvii, 261. 


Renal tuberculosis and hydronephrosis have 
occurred simultaneously in the human urinary tract, 
but their association is not common. Several cases 
with extensive pyelectatic involvement have been 
successfully treated without surgical extirpation. 
Very often a hydronephrotic kidney undergoing 
more than the usual intrarenal pressure and accom- 
panying flareup of infection gives evidence of having 
entirely lost its function, but when the obstruction 
is relieved by ureteral catheterization its function- 


al activity is rapidly restored. Repeated catheter 
treatments should always be carried out except in 
those occasional cases in which a stone interferes 
with drainage or the infection extends despite treat- 
ment, a serious pyonephrosis resulting. By this 
means an increasingly large number of patients are 
being saved from nephrectomy. 

Operative procedures, such as resection ‘of the 
pelvis, transplantation of the ureter, and nephro- 
pexy have added incentive to attempts at salvage 
of hydronephrotic kidneys. The treatment of ure- 
teral strictures and the practice of leaving catheters 
in the ureter and pelvis for long periods of time aid 
in lessening or curing coincident infection. 

In tuberculosis associated with hydronephrosis 
and in non-tuberculous infection pre-operative 
treatment is of supreme importance. Preliminary 
drainage with catheters before nephrectomy lessens 
the process of absorption and favors quicker healing. 

All cases of renal tuberculosis are essentially 
surgical unless the involvement is advanced and 
bilateral. The procedure of choice is nephrectomy. 
The author’s method of treating the combined 
lesions consists in attacking first the hydronephrosis 
by establishing drainage, then removing the organ 
known to be tuberculous, and then treating the 
bladder and remaining pathological condition of the 
kidney. Convalescence is much more rapid than 
after the average nephrectomy for tuberculosis. 
Cumming advances the theory that the open or 
hydronephrotic kidney allows a better escape of 
infected material from areas adjacent to the true 
pelvis and calyces, thereby lessening the toxamia 
and general reaction to a systemic tuberculosis. He 
believes that many of the supposedly involved 
remaining kidneys are merely filtering the tubercle 
bacilli through sound tissue. 

The author reports five cases. In three, complete 
recovery resulted. One patient died later of miliary 
tuberculosis, and one shows persistence of bladder 
symptoms. J. Tuomas, M.D. 


Eberbach, C. W.: The Pathogenesis of Renal 
Tuberculosis. J. Urol., 1927, xvii, 233. 


Investigation of the anatomical, clinical, and 
experimental aspects of chronic hematogenous renal 
tuberculosis points to the primary arrest of the 
bacilli in a glomerulus. Since, in its early stages, the 
lesion is almost invariably single and unilateral, it 
seems logical to believe that only a single bacillus- 
laden embolus which has passed through the lung 
capillaries lodges in a glomerular capillary tuft. 

The bacilli are of low virulence and grow slowly, 
without completely obstructing the blood channel. 
Later, a few bacilli reach the capsular space and con- 
tinue to multiply while being slowly washed along 
until they reach a favorable focus for unrestricted 
growth in the thin arm of the medullary loop. The 
primary glomerular lesion may heal, continue to 
grow slowly, or, if the bacilli are sufficiently virulent, 
develop into the predominating lesion. The medul- 
lary lesion usually grows relatively rapidly and 
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reaches the pelvis by direct extension. If it is close 
to a calyx, clinical symptoms and secondary kidney 
infections are likely to appear early. If it is near 
the base of the pyramid, it may involve an entire 
pole before giving rise to pelvic infection. 

The possibility that the infecting embolus passes 
through the glomerular tuft and lodges in an efferent 
glomerular capillary offers explanation for the less 
common apparently purely cortical lesion. The 
article is supplemented by a bibliography. 

Joun G. Cureruam, M.D. 


Kidd, F.: The Treatment of Tuberculosis of the 
Kidney. Practitioner, 1927, cxviii, 150. 

Tuberculosis of the urogenital tract is a disease of 
adolescence. It occurs in both males and females and 
is induced by puberty, work, marriage, and child- 
birth. The human tubercle bacillus is more dan- 
gerous than the bovine type. The bacillus is ab- 
sorbed into the blood and may infect a kidney, 
seminal vesicle, or testicle primarily. In some cases 
multiple lesions may be present in the body Halle 
and Motz found the condition unilateral in 68 per 
cent of cases of renal involvement studied at 
autopsy. 

The onset may be very slow. Pus in the urine in 
the absence of bacteria, increased frequency, and 
burning or pain at the end of micturition are very 
suggestive. If tubercle bacilli are not found, a guinea 
pig should be inoculated. Early cystoscopy is indi- 
cated as the bladder findings are typical. 

True colic is rare unless it is set up by the passage 
of necrotic material. Kidney pain may occur on the 
healthy side as the result of hypertrophy, but as a 
rule pain is absent. Hamaturia may be present at 
any time, but profuse haemorrhage usually occurs 
early. Pyuria is very constant unless the ureter is 
blocked. Fever may be present if there is a mixed 
infection. Vaginal examination may show thickening 
of the ureter. The diagnosis is based on the dis- 
covery of tubercle bacilli in the urine or on guinea 
pig inoculation and the findings of cystoscopic and 
X-ray examination and kidney function-tests. Of 
these procedures, cystoscopy is of the greatest value. 
If the ureter cannot be catheterized, palpation 
through a small abdominal incision will determine 
which side is infected. 

Removal of the diseased kidney is the only treat- 
ment that will give good results. Tuberculin has been 
tried, but has failed to cure although it may give 
temporary relief. Of a series of sixty-five nephrec- 
tomies performed by the author without operative 
mortality, twenty-eight resulted in.a cure, and nine 
in improvement. Eight of the patients were not 
traced, six died of lung trouble, and in four the 
tuberculosis recurred in the opposite kidney. In 
thirty-six cases healing occurred by first intention 
because the kidney and fatty capsule were removed 
intact. 

The ureter is severed with the actual cautery. 
When the wound breaks down and forms one or 
more sinuses, healing will be favored by Beck’s 


paste. As a rule the ureter and bladder heal well, 
but if the bladder is deeply ulcerated healing may 
require some time. In obstinate cases Rovsing’s 
bladder lavage with a 1:20 carbolic lotion gives good 
results. This is done under general anesthesia and 
should not be repeated before six weeks. The urethra 
should be protected. Diathermy also aids in healing 
such ulcers. ‘Tuberculin cautiously given in small 
doses is of value. This treatment should not be 
begun until at least six weeks after the operation. 
Rest, fresh air, sunlight, diet, and cooked milk 
are very essential. D. Pickrett, M.D. 


Braasch, W. F.: Surgical Treatment of Chronic 
Pyelonephritis. J. Urol., 1927, xvii, 113. 


Although chronic pyelonephritis is not usually 
regarded as amenable to surgical treatment, tie 
following surgical complications may be present: 
(1) marked diffuse pyelonephritis in one kidney, the 
other being affected only slightly, if at all; (2) stric- 
ture of the ureter; (3) hydronephrosis; (4) the secon- 
dary formation of a renal calculus; (5) persistent 
hematuria; and (6) atrophic pyelonephritis. 

The infection may be much more advanced in one 
kidney than the other and cause acute symptoms. If 
the function of the other kidney is normal, nephrec- 
tomy may be indicated. In some cases in which 
there is definite stricture of the ureter, at least tem- 
porary relief may be obtained by dilatation. In 
most cases either the infection in the cortex or 
cicatricial changes in the ureter have advanced to 
such a degree that palliative treatment is of no value. 
Surgical hydronephrosis occurring with chronic 
pyelonephritis is unusual. 

The number of cases of renal stone occurring 
secondary to chronic bilateral pyelonephritis is sur- 
prisingly small. It is evident that the etiological 
factors of stone formation are different from those of 
pyelonephritis. It may be impossible to determine 
whether the renal calculus is primary or secondary 
to the pyelonephritis. When it is secondary, it is 
usually small and situated in the renal parenchyma. 
In some cases the advisability of surgical removal 
may be questionable as the stones may remain 
small and not cause symptoms. When numerous 
small stones are scattered throughout both kidneys, 
surgical treatment is usually inadvisable. Marked 
pyelonephritis occasionally persists following the 
removal of renal stones. If there is no relief following 
a course of lavage and ureteral dilatation, nephrec- 
tomy may be necessary. Hematuria with pyelo- 
nephritis is usually self-limiting or can be controlled 
by pelvic lavage with silver nitrate. In occasional 
cases nephrectomy may be indicated. 

Atrophic pyelonephritis is usually unilateral and 
is only occasionally a complication of bilateral 
pyelonephritis. The etiological factors of atrophic 
pyelonephritis are evidently unlike those involved in 
the usual chronic pyelonephritis. The condition is 
probably the end-result of septic thrombus. It is 
evident that obstruction is not a factor, since 
pyelectasis or ureterectasis is frequently absent. 
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The typical kidney removed for atrophic pyelo- 
nephritis ranges from 3 to 4 cm. in length to approx- 
imately one-third of the normal. It is surrounded 
by dense adhesions and may be difficult to find. The 
hilum is usually invaded by large deposits of fat. 
The renal pelvis is usually markedly thickened and 
cicatrized. On section, the renal cortex is irregular 
and presents many pale areas of cicatricial degenera- 
tion. 

Palliative operations, such as nephrorrhaphy, 
decapsulation, pyelotomy with drainage, and 
nephrotomy, have not been found of any value. 
Pyelonephritis may persist following prostatectomy, 
and eradication may be difficult in spite of the re- 
moval of all minor forms of obstruction and cica- 
tricial contraction. Chronic pyelonephritis is fre- 
quently coincident with surgical conditions in other 

arts of the body, and usually offers no contra- 
indication to operation. 


Simpson, G.: Angioma of the Kidney. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 728. 


Simpson reports a case of angioma of the kidney. 
This is a rare condition. In a review of the literature 
only fourteen cases were found. It is unusual for 
nevi to begin bleeding in such sheltered situations 
without trauma, but in the author’s no cause of 
trauma, such as a stone in the renal pelvis or conges- 
tion from abnormal mobility, was demonstrable. 

It is impossible to diagnose the angioma before 
operation, and in this case the tumor was almost 
overlooked at the pathological examination as it 
was no larger than the head of an ordinary pin. The 
author suggests that unexplained essential hama- 
turia may sometimes be caused by minute angi- 
omata. However, in two cases in which he has 
removed a kidney for unilateral hematuria he was 
unable to demonstrate an angioma. 

The treatment generally relied upon is nephrec- 
tomy. The author characterizes this treatment as a 
“surgical iniquity.”” Methods of kidney exploration 
which damage the kidney and make probable the 
necessity for a second operation are also unsat- 
isfactory. Simpson urges suggestions as to more 
conservative treatment. 

J. Epwrn Kirkpatrick, M.D. 


Frontz, W. A.: Unusual Case of Tumor Implanta- 
tion Following Nephrectomy for Papillary 
Cystadenoma. J. Urol., 1927, xvii, 121. 


The author reports an extraordinary case of tumor 
a from a papillary cystadenoma of the 
kidney. The diagnosis of renal neoplasm was cor- 
rectly made before operation and the nephrectomy 
was done through a lumbar incision. After being 
free from symptoms for three years the patient 
complained of soreness in the nephrectomy scar and 
noted a small tumor mass below it. This tumor was 
removed. Histological examination showed it to have 
a cell arrangement practically identical with that 
found in the kidney removed four years before. 

Josern S. E1senstarpt, M.D, 


Crance, A., and Knickerbocker, H. J.: Postopera- 
tive Results in Primary Carcinoma of the 
Ureter Following Complete Nephro-Ureterec- 
tomy: Report of a Case Nearly Two and One- 
Half Years Following Operation. J. Urol., 1927, 
Xvil, 157. 

Stirling, W. C.: Primary Malignant Papillary 
Cystadenoma of the Kidney with Fungating 
Growth in the Pelvis. J. Urol., 1927, xvii, 165. 


CRANCE and KNICKERBOCKER have found in the 
literature to date the reports of thirty-six cases of 
primary carcinoma of the ureter. Little mention 
has been made of operation. Few cases have been 
diagnosed by pyelography. In the majority the 
diagnosis was made at autopsy. The Mayo Clinic 
has had one case. 

The patient was a woman 42 years of age who 
gave a history of weakness and attacks of hama- 
turia, frequency, and urgency. At operation, a long 
curved incision was made from the costal border 
downward to below the anterior spine of the ilium. 
The kidney was found distended. The pelvis of the 
kidney was almost as large as the kidney itself. An 
immensely dilated and kinked ureter was dissected 
out close to its juncture with the bladder. Ligation 
was done and a specimen removed. Tissue examina- 
tion showed carcinoma. There was no evidence of 
metastasis in either the kidney or the ureter above 
it. The patient made an excellent recovery and was 
discharged from the hospital with the wound com- 
pletely healed. During the two years following the 
operation the bladder was examined on three occa- 
sions and at all examinations appeared normal. The 
patient has gained weight and feels perfectly well. 

This case shows the importance of ureteropye- 
lography on the side from which haemorrhage comes, 
of complete nephro-ureterectomy in cases of definite 
ureteral carcinoma, and of subsequent cystoscopic 
examinations. 

S1irtING has collected thirty cases of malignant 
cystadenoma from the literature. These kidney 
tumors are relatively rare. The cause may be stone 
or infecticn. ‘Trauma has also been mentioned as a 
factor. 

Cysts may be single or multiple and well encap- 
sulated, and may contain bloody fluid and fatty 
détritus. The structure presents coarse trabeculae 
or vascular connective tissue covered by cubical, 
cylindrical, granular, or clear epithelium, usually in 
a single layer. The tumors are slow growing and 
of a relatively low grade of malignancy. Metastasis 
occurs late. The symptoms depend upon whether 
or not the pelvis has been invaded by the tumor 
cells. Hamaturia may occur early. Heamaturia, 
pain, and an abdominal tumor constitute the triad 
of symptoms. The diagnosis of cystadenoma has 
been simplified by the X-ray and pyelography. 
Pyelography will show distortion and encroachment 
on the renal pelvis. Braasch calls attention to cal- 
cified streaks occasionally seen in a primary roent- 
genogram of renal tumor. Kretschmer found an 
enormous amount of lime salt deposited in the tumor. 
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One of the first changes in tumor of the parenchyma 
of the kidney is elongation of the calyces. 

Stirling reports the case of an 18-year-old girl 
who entered the hospital complaining of pain in the 
left side and back, nausea, vomiting, intermittent 
hematuria, and loss of weight and strength. The 
general examination was negative except for slight 
spasticity over the abdomen with tenderness at the 
costovertebral angle. The bladder was normal. 
The urine showed many red blood cells and pus 
cells. There was a decrease in function on both sides. 
The pyelogram showed a filling defect in the left 
kidney. The pelvic outline was distorted and some- 
what irregular. On delivery of the kidney the tumor 
was found to have ruptured through the capsule. 
The incision was closed without drainage. 

Convalescence was uneventful. The patient was 
discharged with the incision healed three weeks later. 
Subsequent monthly examinations revealed no re- 
currence of the symptoms. 

The pathological diagnosis was “malignant 
papillary cystadenoma of the kidney with fungating 
growth in the pelvis.” 

The author draws the following conclusions: 

1. Malignant cystadenoma of the kidney is 
usually slow growing. 

2. Pain, bleeding, and the presence of an abdom- 
inal tumor are the constant findings. 

3. Pyelography is the most accurate method of 
diagnosis. 

4. A grave prognosis is indicated if the tumor 
extends into the perirenal tissues or involves the 
kidney pelvis. 

5. Malignant cystadenoma metastasizes_rela- 
tively late and most often involves the lungs, liver, 
and renal veins. 

6. Hematuria is often the first indication of a 
serious lesion of the urinary tract. 

Wittram S. Beyer, M.D. 


Doub, H. P., Bolliger, A., and Hartman, F. W.: 
The Relative Sensitivity of the Kidney to 
Irradiation. Radiology, 1927, viii, 142. 


The authors attempt to determine the relative 
susceptibility of the kidney of the dog to short wave 
length irradiation and to evaluate the dangers of 
the clinical application of deep therapy over the 
kidney area. In the liver and the adrenals chronic 
changes are rarely observed following irradiation 
either because the subject succumbs to the massive 
destruction produced by a large dose or the regen- 
eration after small doses is so rapid and complete 
that little or no evidence of damage remains. In the 
other organs studied, chronic changes, as manifested 
by the increase of connective tissue, were noted. 
There was little or no reduction in the functional 
activity of these organs. 

The kidney was found to be the most susceptible 
organ as regards both organic changes and loss of 
function. Chronic diffuse nephritis of the combined 
interstitial and vascular type was uniformly obtained 
even with relatively small single applications. The 


lesions were progressive in proportion to the initial 
damage. The authors report two cases of renal dam- 
age with marked diminution of function following 
the clinical application of deep X-ray therapy to the 
renal area. One patient died in uremic coma. In 
208 replies received from 500 questionnaires sent to 
roentgenologists and pathologists, sixteen other 
cases of nephritis developing or becoming clinically 
recognizable during or after the course of deep ther- 
apy were cited. No record of the area treated could 
be obtained in the questionnaire data, but it is 
significant that in the two cases reported by the 
authors the treatment was given directly over the 
kidney area. The authors conclude that such direct 
irradiation should be avoided, especially in the 
treatment of young persons. 
Cuartes H. Heacock, M.D. 


Rovsing, T.: My Technique in Operations on the 
Kidney. Practitioner, 1927, cxviii, 164. 

In kidney surgery a good exposure is of major 
importance. In the author’s cases the patient is 
laid on his back with the edge of the table coinciding 
with the free border of the erector spine muscle. 
The incision is begun at the erector spine muscle 
midway between the twelfth rib and the iliac crest 
and brought forward to the rectus. If the ureter is 
exposed the incision is continued obliquely down 
toward the pubis. 

Stone in the kidney, pelvis, or ureter is easily 
exposed. A pelviotomy is done only if the pelvis is 
aseptic. Otherwise nephrolithotomy is performed 
with the stone held in between the thumb and index 
fingers of the left hand. An incision is made in the 
capsule on the convexity over the stone. A Lister 
forceps is then used to work through bluntly to the 
stone and the incision dilated as it is withdrawn. 
The stone is then removed with a stone forceps. By 
this method the blood vessels and urine canals are 
not cut but are separated along their natural lines 
of cleavage. 

In nephrectomy for malignancy, tuberculosis, or 
pyonephritis, the ureter is doubly ligated and then 
separated with the Paquelin cautery. The kidney 
is then carefully isolated so that the capsule will 
not be torn. The vessels are ligated with strong 
catgut and the kidney is delivered. The ureter 
stump is sutured to the skin through an opening in 
the iliac fossa. Any subsequent infection of the 
ureter can be treated. 

As polycystic kidney is bilateral, a conservative 
and safe surgical procedure is puncturing of the 
cysts. This reduces the kidney to its normal size. 
A cigarette drain should be introduced and removed 
after six days. A fistula does not follow. The renal 
function improves. 

For nephropexy the incision is begun at the level 
of the tenth rib, external to the erector spine, and 
extended first downward midway between the 
twelfth rib and the iliac crest, and then forward for 
1ocm. ‘The kidney is then freed and delivered and 
the ureter freed of strands of fascia. The membrane 
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is incised from the upper end to the juncture between 
the third and fourth quarters. A transverse incision 
is made from each end to the sides and the mem- 
brane separated like wings to the sides. Catgut is 
passed in and out through the lower end of the 
membrane and through the muscle and fascia at 
the upper angle of the incision. The catgut is then 
tightened and tied over the fascia at the level of the 
tenth rib. The wound is closed in four stages. By 
this method the kidney is protected. 

Nephrolysis was performed by the author in 1892 
for medical nephritis. Since then, 100 cases have 
been operated upon with a mortality of 4 per cent. 

In painful horseshoe kidney without infection the 
isthmus is exposed by laparotomy and an incision 
made through the posterior sheet of the peritoneum. 
The isthmus is slowly crushed with an angiotribe 
until only the capsule remains. The capsule is cut 
between two narrow clamping forceps and the cut 
ends are sewed up close to the kidney tissue before 
the forceps are removed. The kidneys then retract 
to their respective beds. 

CLaube D. PickreLt, M.D. 


Burford, C. E.: Nephropexy for the Relief of 
Ureteral Kinks Associated with Ptosis. J. Am. 
M. Ass., 1927, \xxxviii, 541. 

In the author’s opinion, the operation of neph- 
ropexy as a cure for the symptoms produced by 
ureteral kinks associated with ptosis of the kidneys 
has fallen into undeserved disuse. He reports the 
results in a series of forty-eight cases. 

When it has been proved by careful study that the 
symptoms are due definitely to the abnormal posi- 
tion of the kidney and obstruction of its drainage by 
the distortion of the ureter, quicker and more lasting 
results can be obtained by suspension of the kidney 
and straightening of the ureter than by ureteral 
dilatations and pelvic lavage. General ptosis of the 
abdominal viscera does not contra-indicate nephro- 
pexy. Persistent infections in the ptosed kidney are 
frequently cured by straightening of the ureter by 
suspension of the kidney. 

Of the author’s forty-eight patients, forty-two 
were completely relieved of their symptoms and five 
had definite improvement in some or all symptoms. 
One patient was re-operated upon two years after 
the first operation because of a recurrence of the 
symptoms, but has since been relieved for ten years. 

Henry L. SANrorp, M.D. 


Ockerblad, N. F.: Stricture of the Ureter in Males: 
A Report of Thirty-One Cases. J. Am. M. Ass., 
1927, Ixxxviii, 544. 

The author reports thirty-one cases of ureteral 
stricture. In ten, the ureterogram failed to show the 
stricture and the condition was diagnosed only by 
means of the bulb bougie. Several of the strictures 
would not admit a bulb and required dilatation 
with a filiform. The patients in this series ranged in 
age from 3 to 74 years. The majority were between 
30 and 60 years old. 


Clinical experience seems to show that focal in- 
fection is an important factor in the etiology of 
ureteral stricture. In nine of the series, teeth or 
tonsils were found to be foci of infection and their 
removal plus dilatation of the stricture afforded 
striking relief of the symptoms. 

Pain is the outstanding symptom of ureteral stric- 
ture, but varies greatly in intensity, character, and 
location, and was absent in some of the cases re- 
viewed. Urinary frequency, dysuria, pyuria, and 
hematuria were other symptoms. In several of the 
cases the urine was entirely normal. 

The location of the ureteral stricture is determined 
by the bulb and ureterogram. In all of the author’s 
cases it was in the lower half of the ureter, and in 
many in the appendiceal area. Filiform strictures 
of the intramural portion of the ureter and of the 
first 2 or 3 cm. beyond the bladder are common, and 
were present in one-third of the author’s cases. In 
thirteen of the cases the stricture was bilateral. 

The treatment consists in dilatation of the ureteral 
stricture with increasingly larger bougies or catheters 
much in the same way that a urethral stricture is 
dilated, and in the use of either salts or dye sub 
stances to clear up or keep down renal infection. 
The removal of foci of infection is, of course, a part 
of the treatment. As a rule, ureteral strictures that 
do not remain dilated are likely to be tuberculous. 
In the presence of infection, the response of the 
kidney to dilatation of the ureter and its functional 
integrity decide whether or not nephrectomy must 
be done. Henry L. Sanrorp, M.D. 


BLADDER, URETHRA, AND PENIS 


Campbell, M. F.: Studies in Bladder Decompres- 
sion. J. Urol., 1927, xvii, 371. 


In studies of bladder decompression Campbell 
inserted a small clamped rubber catheter into the 
bladder and connected it with a three-way cock 
manometer. He then slowly removed 30 c.cm. of 
urine and noted the pressure. This was repeated 
until the pressure was zero. The bladder was then 
completely emptied. The procedure required from 
twenty to thirty minutes. 

In all cases the bladder tension was reduced 50 
per cent by the drawing off of 120 c.cm. Campbell 
found that it is the withdrawal of the first 100 c.cm. 
that produces most renal and circulatory shock. 
The practice of partially emptying a distended 
bladder or completely emptying and partially refill- 
ing it is futile. The renal reaction is incited by the 
loss of the first few ounces. 

Gradual continuous tension reduction obviates the 
hydraulic jolts to the kidney which occur when a 
few ounces of urine are released periodically. 

H. W. WaActuer, M.D. 


Rose, D. K.: The Pathogenesis of Bladder Diver- 
ticula. Arch. Surg., 1927, xiv, 554. 


Diverticula of the bladder may be congenital or 
acquired. In certain cases Rose has found the muscle 
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bundles in the bladder wall disposed in such a way 
as to leave, extending entirely through the wall, 
fibrous tissue pathways which weaken the wall and 
thereby favor herniation. The acquired factor 
favoring diverticula formation is increased intra- 
vesical pressure due to obstruction. 

The region near the lateral border of the trigone 
bears the greatest strain. Here the muscle bundles 
are larger and less numerous and by their attach- 
ment lessen the elasticity of the area. Here also the 
fibrous pathways are more numerous. Hence the 
predisposition of this region to diverticula formation. 

Harry A. Fowter, M.D. 


Keyes, E. L.: Recent Radium Treatment of Blad- 
der Tumors. J. Urol., 1927, xvii, 205. 


Keyes, following Barringer’s procedure, has im- 
planted into a few bladder tumors radium emanation 
encased in metal capsules (the so-called ‘“seeds’’). 
He reports eight cases. 

Encasement of the emanation in metal decreases 
slough and secondary infection and eliminates the 
intractible radium burn without causing any notable 
diminution in the radium destruction of the tumor 
tissue. 

When done suprapubically, the implantation may 
be made almost or quite entirely in the depths of the 
root of the tumor or in the bladder wall. This ex- 
cites no bleeding, and if the projecting portions of 
the tumor are removed after ligation of the base, a 
clean wound is left, the suprapubic incision in the 
bladder may be sutured without drainage, and the 

atient may be dismissed from the hospital healed 
in two or three weeks. 

Keyes prefers a high spinal anesthesia and in- 
jects 25 c.cm. of acriflavine (1:1,000) into the blad- 
der. The catheter is left in for the subsequent in- 
jection of air. The virtue of this combined dis- 
tention is twofold, viz., antisepsis and the preven- 
tion of air embolism. 

At operation, a median abdominal incision is 

made from the pubes to the umbilicus, the bladder 
exposed, and the wound protected by gauze pads. 
The bladder is inflated with air and fixed by Allis 
clamps. The outer layers of its muscular wall are 
then incised and the clamps shifted into the incision 
so as to pull it widely apart. 

At this point the bladder may be punctured, and 
if an aspirator is promptly slipped into the incision 
there will be little soiling of the wound. A neater 
procedure, however, is the following: 

1. The bladder is deflated and the catheter with- 
drawn. The deeper muscle fibers are then incised. 
Unless the bladder wall is exceptionally sclerosed, 
the mucosa, which appears as a flaccid bubble, may 
be freed. The edges of this are seized and elevated 


with Allis clamps, the membrane is punctured, and 
the aspirator is introduced without the loss of a drop 
of fluid. 

2. The bladder wall is cautiously incised, guided 
by information derived from pre- operative. cysto- 
scopic examination. 


The edges of the incision are 


elevated by Allis clamps until the fluid remaining in 
the bottom of the bladder has been aspirated or 
mopped away. 

3. Retractors are introduced. The automatic 
retractor is much the best for the average case. 
Exceptionally, Walker or Barringer retractors must 
be used in order to avoid bruising or concealing a 
tumor of the lateral wall or vault. 

4. The patient is placed in the Trendelenburg 
position. 

5. With the aid of a bladder light and a stick- 
sponge the interior of the bladder is carefully in- 
spected and the implantation done as follows: 

a. Large projecting tumor masses are seized 
about the pedicle with a small angular forceps (e.g., 
Thompson’s right-angled tumor forceps), lifted, and 
tied off with No. o plain catgut, and the projecting 
portions are cut away or removed with the cautery. 

b. Small secondary papillary tumors are de- 
stroyed by fulguration or the use of the actual 
cautery. 

c. Ulcers, the bases of ligated tumors, and areas 
of densely growing papillomatosis are left for radia 
tion. 

d. A specimen is obtained. 

e. Radium emanation seeds of gold or platinum, 
each containing 1 to 2.5 mc. of emanation, are im- 
planted by special breech-loading needles at a depth 
of at least 0.5 cm. and at a distance of at least 1 cm. 
from each other throughout the tumor mass. 

6. The retractors are removed. 

7. The suprapubic bladder incision is sutured by 
Lower’s technique with plain catgut fortified by a 
Lembert suture of No. o chromic gut. 

8. The gauze pads are removed. The abdominal 
wall is closed in the usual manner with a cigarette 
drain to the prevesical space. 

After the operation the patient will doubtless void 
urine spontaneously. If not, the usual postoperative 
catheter precautions are taken. 

The cigarette drain is removed on the third day. 
Between the fifth and the tenth days a roentgen- 
ogram is taken to prove the presence of the “seeds,” 
as some of them may have fallen out. 

Until the operator has grown accustomed tothe 
progress of radium wounds he will do well to make a 
cystoscopic examination of his patients every 
month or so after the operation for his own informa- 
tion. The expert will not make such an examination 
for three months. Even then he may not be able to 
distinguish with certainty between tumor and the 
effects of radium. Biopsy by cystoscopic forceps 
may or may not help. 

Recurrences, if amenable to treatment at all, are 
controllable by cystoscopic fulguration or the ap- 
plication of radium. 

In the cystoscopic application of radium seeds, 
one or two seeds per tumor is sufficient. Keyes pre- 
fers two because the stay of cystoscopically applied 
seeds in the tissues is so uncertain. 

Cystoscopic irradiation should be repeated at in- 
tervals of from three to six weeks. 
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Caudal anesthesia is desirable and may be em- 
ployed as an office procedure. 

Post-cystoscopic roentgenograms will show the 
spacing of the seeds to be very inaccurate and that 
some of them have fallen out. Roentgenographic 
control is therefore of particular value after cysto- 
scopic radium therapy. 

In conclusion the author states that the control of 
bladder tumors will be successful in direct propor- 
tion to the promptness with which treatment is 
given. Louis Gross, M.D. 


McGuire, S.: The Use of the Appendix Vermiformis 
in the Formation of a Urethra in Hypospadias. 
Ann. Surg., 1927, |xxxv, 391. 


The successful formation of a functionally and 
anatomically efficient male urethra in a case of 
marked hypospadias is a difficult surgical procedure. 
McGuire has accomplished it in three cases by trans- 
planting the intact mucosa of the vermiform appen- 
dix. 

By a series of plastic operations, using transverse 
incisions with longitudinal closure, he first corrected 
any chordee or anatomical defect in the penile 
shaft and scrotum. Perineal urinary drainage was 
established to keep the operative field clean and dry. 
A trocar size of No. 20 F. catheter was passed 
through the glans at the site of the normal meatus 
and then subcutaneously passed backward to the 
site of the hypospadiac opening. A normal appendix 
was then selected, the longer the better. ‘The muscle 
and peritoneal laver of the appendix were dissected 
off and the intact tube of mucosa was passed over a 
rubber catheter and slid into place through the trocar 
or trocar passage and sutured there. Later the 
catheter was removed and the mucosal tube dilated 
with sounds. When a satisfactory dilatation had 
been secured the hypospadiac opening was sutured 
to the new urethra in the same way as a severed 
urethra is sutured. 

Usually the results are good, but in some cases a 
good result may require several operations. 

Herman O. McPueerters, M.D. 


McWhorter, G. L.: The Use of the Seton in the 
Repair of a Torn or Strictured Urethra; a New 
Method, with a Report of Two Cases. Surg., 
Gynec. & Obst., 1927, xliv, 247. 

The author cites the difficulty in obtaining satis- 
factory union of the ends of a ruptured or com- 
pletely strictured urethra, discusses the anatomy of 
the urethra and the causes of urinary extravasation, 
outlines the treatment for injury or obstruction of 
the urethra, and reports a case of each condition 
treated by the use of the seton. 

In cases of rupture of the urethra anterior to the 
triangular ligament, the extravasation of urine in- 
volves the perineum and scrotum, and occasionally 
the penis. It then follows the spermatic cord up over 
the crest of the pubis and spreads out over the entire 
abdomen. Rupture of the membranous urethra may 
be followed by extravasation of urine extendirg 


backward into the ischiorectal fossa, through the 
superior fascia between the prostate and rectum and 
upward into the prevesical space, or the urine may 
leak through the inferior fascia of the triangular 
ligament and down into the superficial perineal 
space. . If the rupture is in the prostatic urethra, the 
extravasation of urine may extend upward to the 
space of Retzius or backward to the prostate and 
rectum. Extensive rupture may involve the blad- 
der, in which case there may be either intraperi- 
toneal or extraperitoneal extravasation of urine. 

Among the causes of urinary extravasation are 
periurethral abscess, traumatic rupture of the 
urethra, injury to the bladder, and suprapubic 
puncture of the bladder. In nine cases the rupture 
of the urethra following fracture of the pelvis was 
located above the posterior layer of the triangular 
ligament. Deansley is quoted as suggesting that the 
rupture of the urethra is due to lateral compression 
of the pelvis with stretching of the soft parts and 
not to laceration by the ends of the bone fragments. 

The local treatment indicated following any 
injury or obstruction of the urethra with or without 
extravasation of urine is: (1) adequate drainage of 
the bladder and of extravasated urine or infection; 
(2) maintenance of the patency of the urethra until 
the granulation tissue has become covered with 
epithelium; and (3) the passage of sounds to prevent 
stricture. The chief difficulty consists in maintain- 
ing patency with approximation of the torn ends of 
the urethra. To maintain the patency of the urethra 
the seton is left in for several weeks, that is, until the 
granulation tissue has become bridged with epithe- 
lium. The rubber catheter may be used for the same 
purpose, but it causes a certain amount of oedema 
perhaps by strangulating the blood supply, and it 
interferes with drainage. If the rupture of the ure- 
thra is above the triangular ligament or involves the 
bladder with extravasation or infection, suprapubic 
drainage of the bladder should be done with drainage 
of the infiltrated area and the bladder. A catheter 
may be left in the urethra for a few days and then 
withdrawn, a silk seton being left in place until all 
inflammatory reaction has passed, during the pas- 
sage of sounds, and until epithelialization of the 
urethra has occurred. 

The first case reported by McWhorter was that of 
a 7-year-old boy with a fracture of both rami of the 
pubic bone, rupture of the prostatic urethra, and an 
extensive extraperitoneal rupture of the neck and 
base of the bladder caused by crushing between the 
tailboard of a truck and a tree. On the patient’s 
admission to the hospital! his face was drawn, his 
respiration and pulse were rapid, and the abdomen 
was distended in the lower third. ‘There was no 
evidence of iniury to the penis, scrotum, or peri- 
neum. The pain was too severe for a rectal examina- 
tion. 

At operation, a suprapubic incision made through 
the prevesical fascia encountered bloody turbid 
urine in large quantities. When the fundus of the 
bladder was opened a tear large enough to admit 
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three fingers was seen extending across the prostatic 
urethra and up on the sides of the bladder. To the 
bladder end of a No. 1o catheter in the penis, a long 
piece of waxed skin silk was sutured. Five days later 
the catheter was withdrawn, the waxed silk being 
left in place and the end from the external meatus 
being tied to that from the bladder. Thirty-eight 
days after the operation sounds were passed under 
ethylene anaesthesia. When the silk seton was 
removed on the sixty-fifth day the urethra was found 
to remain well dilated. The patient was discharged 
well on the eighty-fourth day, and with the occasional 
passage of sounds he was well two years later, with 
normal bladder function and no tendency toward 
stricture formation. 

The second case reported was that of a man 64 
vears old who developed an impassable stricture of 
the membranous urethra and the base of the blad- 
der following a suprapubic urinary fistula. He com- 
} lained of a persistent suprapubic fistula and inabil- 
ity to urinate. Following a prostatectomy the blad- 
der neck had closed over with scar tissue and he 
had never been able to void normally thereafter. 
Neither sounds nor filiforms could be passed. 

At operation, the suprapubic scar was excised. As 
no urethral opening could be found on the bladder 
side, a perineal urethrotomy was done and, with one 
hand in the bladder for a guide, an opening was made 
through the scar tissue into the bladder and a mush- 
room catheter with a heavy braided silk thread 
attached to its bladder end was inserted into the 
bladder through the penis. After ten days the 
catheter was withdrawn. The seton was left in place 
for forty-three days. Sounds were then passed with- 
out difficulty, and the patient voided normally and 
was able to retain his urine all night. 

D. Hotmes, M.D. 


GENITAL ORGANS 


Carnett, J. B.: Cancer of the Prostate with Exten- 
sive Bone Metastases. Surg. Clin. N. Am., 1927, 
vii, 31. 

The prostatic symptoms associated with cancer 
are much more rapidly progressive than those asso- 
ciated with simple adenoma. Bilateral leg pain in 
men over 50 years of age is very suggestive of malig- 
nancy. Bone metastases are present in one-fourth 
of the cancers of the prostate before the diagnosis 
of the local lesion is possible. The bones first affected 
are those of the pelvis and lumbar spine. The most 
common source of metastatic cancer of bone in men 
is the prostate. The first indication of the condition 
is usually found in the roentgenogram made to 
ascertain the cause of obscure pain. Prostatic cancer 
is an exception to the rule that metastatic cancer 
usually causes destructive changes in bone. The 
changes are usually osteoplastic. 

The author reports the case of a man 72 years old 
whose chief complaint was a throbbing pain in both 
legs of five months’ duration followed by persistent 
soreness and tenderness in the arms, head, neck, 


chest, and abdomen. As X-ray examination re- 
vealed typical osteoplastic changes in all of the bones 
included in the exposure, the prostate was examined. 
In the absence of the osteoplastic changes mentioned, 
the local node in the prostate would have been un- 
noticed so slight was the change. Because of experi- 
ence in such proved cases and because of the bone 
pictures in this case the author is convinced that the 
meager local findings indicate cancer. 

Involvement of the bones of the forearms and 
legs is a very late manifestation. 

A distant isolated bone lesion is best explained by 
a vascular embolism of cancer cells. Of 539 cases, 
123 showed involvement of the pelvis and 107 
involvement of the spine, indicating, in the author’s 
opinion, that the extension occurs by the lymphat- 
ics. Embolic metastases usually involve the lungs. 
In cases with extensive bone metastases the anaemia 
is usually less profound. There is no explanation for 
the tendency of cancer of the prostate to metastasize 
to the bones. 

In the case reported, a convulsion occurred and the 
patient died a few hours later. Autopsy revealed 
adenocarcinoma of the prostate and metastases to 
the lymph nodes surrounding the lower portion of 
the abdominal aorta, the skull, ribs, sternum, 
femur, lungs, pleura, the posterior lobe of the pitui- 
tary body, and the left gasserian ganglion. The 
convulsion and death were probably caused by the 
metastatic tumor at the base of the brain. The tumor 
itself apparently originated by direct extension 
from the osseous deposits in the base of the skull. 

Eimer Hess, M.D. 


Randall, A.: Prospects of the Prostatic. J. Jndiana 
Slate M. Ass., 1927, XX, 47- 


The author reviews the progress that has been 
made in prostatic surgery. Prostatectomy was first 
performed in 1895 and in the succeeding ten years 
the true removal of the hypertrophied gland began 
to be practiced and the techniques of the suprapubic 
and perineal approach were developed. This 
period closed with the historic controversy between 
the adherents of each method as to which was pref- 
erable. The majority of the operations in this 
decade were still performed as emergency procedures. 

The second decade, from 1905 to 1915, brought a 
clearer understanding of the problem of urinary 
obstruction. It proved the vaiue of careful pre- 
operative preparation, which was shown to be more 
important than the choice of the operative method 
or technique. During this period the mortality rate 
was greatly decreased. 

The third decade, ro1s5 to 1925, further standard- 
ized operative technique and produced an increasing 
number of clinics where splendid urological surgery 
has been done. The mortality rate has now been 
lowered to what seems to be an irreducible minimum, 
a general average of from 8 to 10 per cent. While 
certain clinics treating chiefly private cases may 
reach a rate as low as 3 per cent, the records of some 
municipal hospitals show an unavoidable mortality 
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rate three times as great. In the third decade of 
prostatic surgery it became recognized that symp- 
toms of prostatism do not always mean benign pro- 
static hypertrophy. Surgeons have learned to dif- 
ferentiate clinically four conditions producing the 
same symptoms—benign prostatic hypertrophy, 
prostatic cancer, contracture of the vesical neck, and 
spinal cord bladder—and to apply to each condition 
the treatment it requires. 

The author believes that an analysis of the results 
from three to five years after operation would show 
too large a number of patients who, though living, 
are still suffering from unrelieved urinary obstruc- 
tion, persistent urinary fistula, recurrent epididymi- 
tis, incontinence, etc. Improvement in the morbid- 
ity is to be expected through proper identification 
of the type of prostatic enlargement before operation 
and the choice of an operative method suited to that 
particular condition, viz., the suprapubic operation 
for intravesical hypertrophy of the lateral and 
median lobes, the perineal method for extravesical 
hypertrophy, and the punch operation for contrac- 
tures of the vesical neck and for median bars. 

Randall found epididymitis as a complication in 
23 per cent of his cases. As in 5 per cent it occurred 
previous to operation during catheter drainage, he 
advocates bilateral vas section as a preventive meas- 
ure before drainage is begun. He prefers spinal 
anwsthesia unless the systolic blood pressure is 
below 130. When the systolic pressure is below 130 
he prefers nitrous oxide and ether to nitrous oxide 
and oxygen anesthesia. 

He reviews his last 100 consecutive cases of benign 
prostatic hypertrophy, of which thirty-eight were 
operated upon by the perineal route and sixty- 
two by the suprapubic route. 

Henry L. SAnrorp, M.D. 


Lowsley, O. S.: The Ideal Prostatectomy. /nternat. 
J. Med. & Surg., 1927, xl, 89. 

Because of the age at which it is usually per- 
formed, prostatectomy will always be associated 
with some risk, but modern technique has reduced 
the mortality to the minimum. 

Embryologically the prostate is developed by 
evaginations from the posterior urethra into five 
lobes, the posterior lobe becoming practically a 
part of the capsule. With the exception of the ante- 
rior lobe, the prostate usually enlarges until puberty. 
Carcinoma usually begins in the posterior lobe. 

In rectal examination, the size, regularity, and 
consistency of the prostate should be noted. Board- 
like hardness suggests carcinoma. A large, boggy 
prostate in a young man suggests sarcoma. Per- 
sistent residual urine indicates operation for the 
relief of obstruction. Cystoscopy should be done 
first and syphilis should always be looked for. It 
is indicated by absence of reflexes and dilatation of 
the internal sphincter. When syphilis is present 
antisyphilis treatment should be given before opera- 
tion. A twenty-four-hour specimen of urine should 
be carefully examined, a blood chemistry and 


phenolsulphonephthalein test made, and the blood 
clotting time determined. 

After pre-operative catheterization the bladder 
should be partly refilled with boric acid. Lowsley 
performs a two-stage operation and uses Kenyon’s 
suction drainage apparatus. He objects to an 
indwelling catheter. He delays the second stage of 
the operation until the patient is in condition for it, 
and throughout the treatment he pushes fluids. 

He performs the operation under sacral or para- 
sacral anesthesia and prefers Young’s perineal 
operation with the use of Crowel’s tractor through 
the urethra. The posterior urethra is not opened. 
The ejaculatory ducts are not injured and epididy- 
mitis seldom results. The anterior commissure is 
split without injury to the internal sphincter. Tags 
and half-destroyed tissues are removed. A Pezzar 
tube, size 26 F., is introduced through the urethra 
and fixed. The prostatic bed is packed with vaseline 
gauze, the levator ani muscles are sewed together, 
and the skin is closed with silkworm gut. 

In the after-treatment the bladder is irrigated 
daily through the urethral tube. The packing is 
removed on the second day and the patient allowed 
to sit up on the fourth day. 

BENJAMIN F. Rotter, M.D. 


DuBose, F. G.: Simplified Pros‘atectomy. /nternat. 
J. Med. & Surg., 1927, xl, 97. 

The author performs prostatectomy in two stages. 
The removal of the gland is always preceded by a 
suprapubic cystotomy. After the removal of the 
gland, DuBose does not flush out the clots as this 
prolongs the oozing. For haemostasis he uses a gauze 
plug. After moderate distention of the bladder with 
boric acid he employs '4 per cent apothesin. A 
piece of tubing 2 in. long, with a diameter 1 in., is 
inserted through the incision, the parietes being 
approximated above and below it by a figure-of- 
eight ligature. ‘Through a cork, an angular glass 
tube with an attached rubber hose is introduced 
into the tubing and the bladder thereby drained 
into a receptacle. The tube is clamped intermittently 
so that the bladder will be emptied gradually. 
Through the same tubing the bladder is irrigated 
with antiseptics for about two weeks until the kid- 
ney function is normal and there is no infection. 

The author removes the prostate with two fingers 
of his right hand in the suprapubic incision and two 
fingers of his left hand in the rectum, peeling out the 
gland and leaving the capsule. A soft rubber cath- 
eter is introduced through the urethra and out 
through the incision. A gauze pad is wrapped around 
the end of the catheter and sutured, the ends of 
the threads being left long. The catheter is then 
drawn back out of the urethra and the gauze packed 
into the prostatic bed, the end of the catheter 
attached to the thigh by adhesive tape, and the 
threads clamped. After twenty-four hours the 
dressings are changed and the catheter is cut off at 
the meatus and withdrawn with the gauze by trac- 
tion on the threads. 
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The patient is allowed to sit up after forty-eight 
hours, and after a week is able to void. The wound 
heals in six weeks. 

No infection or sloughing follows this operation 
and there is no shock or haemorrhage. The necessity 
for an indwelling catheter is avoided. 

The author reports upon twenty-two such pros- 
tatectomies with only one death, a mortality of 
4-54 per cent. Benjamin F. Rotter, M.D. 


Davis, E.: Perineal Prostatectomy Under Sacral 
Anesthesia: 107 Consecutive Cases with One 
Death. J.Am. M. Ass., 1927, \xxxviii, 784. 


Davis attributes the decrease in the mortality of 
both the perineal and the suprapubic prostatectomy 
to the following factors: 

1. General recognition by surgeons of the value of 
pre-operative drainage. 

2. The growing appreciation by the laity of the 
increased danger of delay of treatment. 

3. The more general use of sacral anesthesia. 

4. More careful attention to hemostasis. 

Asa result of these factors prostatectomy has been 
rendered almost as safe in cases which formerly were 
poor risks as the lesser major operations of herni- 
otomy and appendectomy. 

In the author’s series of 107 consecutive cases of 
perineal prostatectomy performed under sacral 
anesthesia there was one death. The average age of 
the patients was 70 years. There were eleven cases 
of epididymitis, one of urethrorectal fistula, one of 
persistent urinary fistula, and one of unsatisfactory 
urinary control. Eimer Hess, M.D. 


Kretschmer, H. L.: Persistence of Symptoms After 
Vasostomy. J. Am, Ml. Ass., 1927, |xxxviili, gor. 

The author reviews sixty-six cases in which vas- 
ostomy was performed by other surgeons. In 
twelve there had been two operations, and in one, 
three operations. ‘The average time since the opera- 
tion was one and one-third years. 

Thirty-three of the patients stated definitely that 
they did not obtain any relief from the operation. 
Eleven declared that since the operation the symp- 
toms had ceased. Eight were undecided regarding 
the result. A complete cure, according to the pa- 
tients’ statements, had occurred in four cases. Three 
patients stated that after the operation the im- 
provement was slow, but when massage and routine 
treatment were instituted it was rapid. Partial 
improvement occurred in two cases. Three patients 
had been sterile since the operation. One reported 
only temporary improvement. In two cases the 
results are unknown. 

The principal symptom was a urethral discharge 
in thirty-two cases, frequency of urination in 
twenty-five, nocturnal urination in four, and burning 
on urination in ten. Another symptom was pain in 
the testis, perineum, bladder, or groin. Rheumatic 
symptoms of various joints were rather common. 

Examinations to determine why the symptoms 
persisted revealed two predominating lesions, viz.: 


(1) strictures and soft, easily bleeding granulations 
in the urethra, and (2) extensive pathological changes 
in the prostate gland or seminal vesicles or both. 

In the series of sixty-six cases rectal examination 
revealed normal conditions in ten cases and path- 
ological conditions in forty-seven. In the records of 
ten cases the findings were not stated. In forty-nine 
cases there was evidence of pus in the massage 
specimens. 

The data for the urethral condition are rather 
incomplete. In twenty-seven cases, soft, easily 
bleeding granulations or strictures were found, but 
in ten cases neither strictures nor granulations were 
present. In the records of twenty-nine cases no 
urethral findings are given. 

In conclusion the author states that the failure of 
vasostomy to relieve the symptoms must be attrib- 
uted to urethral lesions which cannot be cured by 
this operation. A successful result is prevented also 
by the persistence of chronic infections in the pros- 
tate and seminal vesicles which must be combated 
by appropriate local treatment. 

D. Pickrett, M.D. 


Campbell, M. F.: Torsion of the Spermatic Cord: 
Report of Fifteen Cases. Surg., Gynec. & Obst., 
1927, xliv, 311. 

Torsion of the spermatic cord is an axial rotation 
of the cord in either direction with cutting off of the 
blood supply to the epididymis and testicle and 
concomitant local, and in acute cases, systemic 
symptoms. 

The predisposing factors are congenital malforma- 
tions, such as abnormal mobility of the testicle, 
imperfectly descended testicles, a long and lax 
gubernaculum, a spacious tunica vaginalis, an elon- 
gated globus minor, or abnormal attachment of the 
mesentery and vessels to the testicle by a narrow 
pedicle. The exciting cause may be unknown; in 
several cases the condition has occurred during 
sleep. The most common cause is sudden muscular 
effort or violent straining. Other causes are trauma 
and sudden cremaster contraction. The condition 
occurs most often in young adults. ; 

The onset of acute torsion is sudden, with exqui- 
site pain in the testicle followed by localized swelling. 
The organ is often drawn up. Nausea, vomiting, 
chills, fever, and frequently pain in the lower 
abdomen which is usually referred in character, 
ensue. Asymptomatic torsion has been noted. If 
gangrene develops, the pain and the early acute 
tenderness subside in cases not operated upon. 
Relapsing torsion resembles an exacerbation of a 
chronic epididymitis and lasts but a short time. 

The diagnosis of torsion of the spermatic cord is 
not often made unless it is borne in mind in cases of 
“epididymitis” occurring in young men with no 
evidence or history of urethritis. However, old or 
recent gonorrhoea may be misleading. The diagnosis 
is based upon the acuteness of the onset and severity 
of the symptoms. If the testicle is in the inguinal 
canal the differential diagnosis from hernia, neo- 
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plasm, or epididymitis is quite impossible before 
operation. 

The twist usually occurs just above the testicle 
and within the tunica vaginalis. The proximal cord 
is relatively normal while the distal cord, epididy- 
mis, and testicle are bluish black or gangrenous. On 
section, a generalized thrombosis below the twist is 
revealed. Gangrene results very quickly in unrelieved 
cases. Atrophy usually follows even if operation is 
done early. 

If the testicle and epididymis are found viable at 
operation, the cord should be untwisted, the tunica 
vaginalis inverted, and the testicle sutured to the 
bottom of the scrotum. If the testicle is not viable, 
as indicated by bleeding on incision, orchidectomy 
should be performed. 

Van der Poel reported the case of a patient who 
learned to untwist the cord when he had a relapsing 
torsion. Other prophylactic procedures consist in 
operating upon the undescended testicle before 
puberty and suturing it to the bottom of the scrotum. 
When the mate of an involved scrotally contained 
testicle shows abnormal mobility it should be sutured 
to the bottom of the scrotum after inversion of the 
tunica vaginalis to prevent hydrocele. 

Untwisting the unexposed testicle is a blind pro- 
cedure whereas immediate delivery and unwinding 
in the proper direction followed by proper replace- 
ment and suture will save many of these organs 
from gangrene and lessen the chances of atrophy. 

Fifteen case reports are presented with six illus- 
trations. No deaths are reported. The article is 
supplemented by a bibliography. 

J. Kirkpatrick, M.D. 


Wesson, M. B.: Malignant Tumors of the Testicle 
and Scrotum. Am. J. Surg., 1927, ii, 243. 


The author reports four cases of cancer of the 
testicle and one of sarcoma of the scrotal raphe. 

In all doubtful cases, immediate surgical explora- 
tion is indicated because of the extreme malignancy 
of the tumors. A positive Wassermann reaction 
does not rule out malignant tumor. Pain is present 
in 50 per cent of the cases. The testicle is usually 
normal in shape. Its surface is usually smooth, but 
may be lobulated. When the testis is not large, the 
epididymis may be felt as a nodular cord, but when 
there is marked enlargement the epididymis is 
flattened out. The tumor is freely movable and not 
translucent, but there is generally an accompany- 
ing hydrocele. The hydrocele should not be aspirated 
as such a procedure is of no diagnostic importance 
and is misleading and dangerous. The surface blood 
vessels of the tumor are greatly dilated and tor- 
tuous, and the cord is large, as in hematocele and 
gumma. 

The treatment is of three types: (1) simple cas- 
tration; (2) radical operation for teratoma; (3) cas- 
tration and radiation for seminoma. Castration 
is justifiable only in cases of benign tumors, which are 
very rare. Radical operation is objectionable because 
of: (1) the impossibility of removing the primary 
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lymphatic field completely without causing grave 
injury to vital structures, (2) the high operative 
mortality (12.4 per cent), and (3) its risk when in 
so many cases the tissue removed shows no metas- 
tases. 

In cases of seminoma, simple orchidectomy with 
high ligation of the cord followed by thorough irra- 
diation of the lymphatic area is apparently effica- 
cious even when abdominal metastases are present. 

The first three cases reported were cured by orchi- 
dectomy and deep roentgen-ray therapy. In the 
fourth case an incomplete course of roentgen therapy 
was given and proved insuflicient to control the 
metastases. Case 5, a case of sebaceous cyst of the 
scrotum, showed metastases after operation, which 
were controlled by irradiation. Fibrosarcomata are 
not as favorably influenced by irradiation as other 
types of tumor. Gipert J. Tuomas, M.D. 


MISCELLANEOUS 


Wesson, M. B.: The Clinical Importance of Buck’s 
and Colles’ Fasciw. Surg., Gynec. & Obst., 1927, 
xliv, 208. 


Buck’s fascia, described in 1848, invests the corpus 
cavernosum and embraces the corpus spongiosum 
in two layers, one going above and the other below 
it. It constitutes a continuation of the suspensory 
ligament above and the perineal fascia below and 
laterally. In 1811, Colles described a fascial layer 
attached to the external layer of the triangular 
ligament and the rami of the pubes which runs 
around the dorsal aspect of the superficial transverse 
perineal muscles, and then down and forward under 
the skin of the perineum and scrotum, forming the 
outermost fibrous sac of the testicle. The Colles 
fascia is continuous with the dartos muscles in the 
scrotum, anteriorly with Scarpa’s fascia and the 
fascia lata, laterally with the superficial fascia of the 
gluteal region, and posteriorly with the circumanal 
fascia. 

If a rupture of the urethra occurs anterior to the 
urogenital diaphragm the extravasated urine is 
confined by the penile fascia and the swelling is cir- 
cumscribed. The common pathway is ventral, and 
the extravasation is confined temporarily within the 
superficial perineal interspace. As Colles’ fascia 
prevents the spread posteriorly to the ischiorectal 
fossa and laterally to the thighs, the swelling tends 
to pass from the perineum down to the scrotum and 
then up over the pubes beneath Scarpa’s fascia on 
the abdomen as far as the axilla. If the rupture 
occurs distal to the urogenital diaphragm, the ex- 
travasated urine is held forward by Denonvillier’s 
fascia. By dissecting up the peritoneum from the 
bladder, the urine may reach the space of Retzius, 
extend up to the diaphragm, or pass the inguinal 
ring and appear on the abdomen. 

Five cases are reported. Case 1 was a case of 
hematocele within Colles’ fascia. ‘The patient, a 
man 24 years of age, was struck in the left groin by 
the end of a board he was carrying. He experienced 
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very little discomfort at the time of the accident, 
but the next morning the scrotum was enlarged and 
both the penis and scrotum were purple. Aspiration 
revealed large quantities of blood which came from 
a rupture of one of the veins of the pampiniform 
plexus. 

In Case 2 there was an abscess of a gland of Littré 
with urinary extravasation confined within Buck’s 
fascia and swelling of the base of the penis. The 
patient was a man 24 years of age. For several 
months he had had a mass about the size of a pea 
attached to the bulb at the penoscrotal juncture. 
The penis was cone-shaped with a large swelling at 
its base which apparently surrounded it. The 
original mass, which could still be palpated in the 
bulb, was opened by a cautery blade through an 
endoscope and irrigated with mercurochrome. Re- 
covery with good function resulted. 

In Case 3 there was extravasation of urine within 
Buck’s fascia following the use of a Kollmann dilator. 
The patient, a man 44 years of age, complained of 
lumbar pain on the left side, indefinite suprapubic 
pain, and frequency of urination of from one to three 
hours. For two years he had been under more or less 
constant treatment for prostatitis and seminal vesic- 
ulitis. ‘Two days after treatment with a Kollmann 
dilator, a mass appeared at the penoscrotal juncture. 
This was incised with a cautery knife through an 
endoscope. 

Case 4 was the case of a man 28 years of age who 
had a localized extravasation of urine which broke 
through Buck’s fascia with the formation of a peri- 
neal fistula. As a complication of acute gonorrhoea 
a mass appeared at the root of the penis. Before this 
mass became of suflicient size to warrant an attempt 
at puncture with a cautery through an endoscope 
a slight area of redness appeared at the right lower 
border of the anus. At operation the fistula was 
found to open into the bulb immediately in front of 
the triangular ligament. 

In Case 5 an abscess developed within Buck’s 
fascia following the punch operation, with a result- 
ant urethral fistula and urinary incontinence. The 
patient was a man 45 years of age. When he was 
seen by the author he had a urethral fistula at the 
penoscrotal juncture. On account of urinary fre- 
quency a cystoscopic examination was made. ‘Two 
hundred cubic centimeters of residual urine and a 
large median bar were found. Young’s punch No. 29 
was passed with great difficulty on account of tight- 
ness of the meatus. In the final cutting the external 
sphincter was cut and the lower portion of Buck’s 
fascia opened. At the end of six days there was a 
band-like swelling at the penoscrotal juncture which 
ruptured externally and discharged purulent urine. 
Temporary incontinence resulted. 

In conclusion the author says that urinary extrav- 
asation occurs when there is a break in the mucous 
membrane. Although it is commonly considered a 
complication occurring after rupture of the urethra 
by external violence or periurethral abscess with 
stricture, it is not unusual to find it following the 


unsuccessful passage of a sound, Young’s punch, or a 
velvet-eye catheter on a stylet. A stylet should be 
used only with alpha-eye catheters since the point 
tends to slip through the eye of the ordinary catheter 
and penetrate the space of Retzius, the weakest 
portion of the urethra being the roof immediately 
behind the triangular ligament. When force is used 
in passing a sound a slight tear is often made in the 
wallof the urethra. This usually heals spontaneously, 
but if a solution of potassium permanganate is used 
afterward for irrigation, sloughing and extravasa- 
tion result. 

An abscess of a gland of Littré may be followed by 
urinary extravasation temporarily restricted to a 
localized portion of Buck’s fascia. If it is evacuated 
by means of an external incision, a fistula generally 
results. The operation of choice is an intra-urethral 
incision made with a cautery through an endoscope, 
and the most satisfactory irrigating solution is mer- 
curochrome. 

Buck’s fascia, Colles’ fascia, Denonvilliers’ fascia, 
and the triangular ligament are considered impene- 
trable bulwarks, but they cannot resist inflammatory 
processes. Hence, when extravasations are com- 
plicated by necrosis, the fascia no longer act as bar- 
riers and the involvement follows unexpected paths. 

“xtravasation will not spread if there is drainage, 
and necrosis can be prevented if sufficient 5 per cent 
mercurochrome is kept in contact with the tissues. 

Craupe D. Hoitmes, M.D. 


Player, L. P., and Callander, C. L.: A Method 
for the Cure of Urinary Incontinence in the 
Male: Preliminary Report. J. Am. M. Ass., 1927, 
Ixxxviii, 989. 

The authors report a case in which a transplant of 
the gracilis muscle was employed in an operation 
to cure urinary incontinence following suprapubic 
prostatectomy. 

The method consisted in general in the encircle- 
ment of the corpus cavernosum urethre with the 
terminal portion of the transplanted gracilis muscle 
as close to the membranous urethra as possible. The 
operation consisted of three stages: (1) a perineal 
exposure, through the midline, of the corpus caver- 
nosum urethra by blunt dissection; (2) a thigh inci- 
sion to expose the gracilis muscle with conservation 
of the main proximal blood and nerve supply; and 
(3) acombined thigh and perineal maneuver in which 
the corpus cavernosum with its contained cavernous 
urethra is encircled as near the urogenital diaphragm 
as possible with the distal portion of the transplanted 
gracilis muscle. 

Whereas the authors’ patient was totally incon- 
tinent prior to this operation, he now has perfect 
urinary control for an average of seven waking 
hours and eight sleeping hours. The urinary control 
is estimated at between 65 and 75 per cent. There is 
no residual urine. 

Instrumentation had revealed distinct voluntary 
contraction in the transplanted muscle. 

Louis Neuwect, M.D. 
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Conner, H. M., and Bumpus, H. C., Jr.: Essential 
Hzematuria and Its Possible Relationship to 
Purpura Hemorrhagica. Am. J. M. Sc., 1927, 
clxxiii, 176. 

When the findings of a competent complete 
urological examination are negative save for bleeding 
from one or both kidneys, when neoplasm, lithiasis, 
or infection do not eventuate, and when good health 
is maintained for a long period, the diagnosis of 
essential hamaturia is justifiable. Unfortunately 
this diagnosis is interpreted by some as meaning 
that a gross lesion of the urinary tract has been over- 
looked, a deplorable attitude which limits the 
etiology and discourages research into possible 
remote and obscure causes of renal hemorrhage of 
this type. 

Quinby, in 1920, studied the renal pelvis in the 
operative specimens of two cases of hematuria of 
the so-called essential type. In neither case were 
organisms demonstrated, though in one there was 
distinct evidence of an inflammatory reaction with 
vascular injury. The hemorrhage was from the 
pelvis and renal papilla. Large, thin-walled vascular 
channels were seen beneath the pelvic epithelium 
and between the collecting tubules of the pyramids. 
Sub-epithelial hemorrhages were present. Believing 
that focal infection might cause such lesions, Bum- 
pus and Meisser injected animals with cultures 
from the teeth and tonsils of nine patients with 
essential hematuria, but the result of the experiment 
was negative. 

The analogy of bleeding in the so-called blood 
dyscrasias suggested itself and it seemed that some 
cases of essential hamaturia might be explained by a 
deficiency in thromboplastic substances. Hama- 
turia is not unusual in the purpuras and in haemo- 
philia. Blum and Praetorius have described purpura 
confined to the urinary tract with purpuric areas in 
the bladder. Conner observed several cases of 
menorrhagia without local cause which he ascribed 
to a deficiency of coagulation factors. He believes 
that the same explanation may hold for other local 
hemorrhages. If, besides the coagulation defect, 
there is a local predisposing condition, such as 
increased vascularity of the mucosa or. localized 
infection, the possibility of bleeding is increased. 
The therapeutic effect of pelvic lavage with silver 
nitrate solution suggests a local lesion. 

On the hypothesis of some defect in the factors of 
coagulation a series of thirty-three unselected cases 
were studied. Particular attention was directed to 
the blood platelets, the coagulation time, the bleed- 
ing time, and bleeding outside the urinary tract. In 
addition, the calcium coagulation time and the pro- 
thrombin time were estimated in the majority of the 
cases. The family and personal history of bleeding 
were minutely studied. In the physical examination 
a search was made for evidence of hamorrhage or 
enlargement of the spleen, and in all cases a tourni- 
quet test was done. The cases were divided into two 
groups, twenty-two in which the diagnosis was 
doubtful and eleven in which it was probable. 
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In Group 1 there were fifteen males and seven 
females. The oldest patient was 67 years of age and 
the youngest 19 years. The average was 42!'% years. 
The duration of the symptoms ranged from 
twenty-two years to two days; the average of twenty- 
one cases was almost six years. There was gross 
hematuria in all but one case. The spleen was not 
felt in any instance. The tourniquet test was 
negative in seven and not recorded in three. On an 
average, the erythrocytes numbered 4,344,000, the 
leucocytes 7,800, and the platelets 141,000 (nor- 
mally 200,0c0 to 250,000). The haemoglobin (Dare) 
was 72 per cent, the coagulation time five and three- 
tenths minutes (Boggs) and nine and four-tenths 
minutes (Lee); the bleeding time, one and eight- 
tenths minutes; and the calcium coagulation time, 
the prothrombin time, and the clot retraction time 
within the normal limits. In the eighteen cases in 
which the Wassermann test was made it was 
negative. 

In the cases of Group 2 the details of the clinical 
and laboratory evidence did not present important 
differences from Group 1. The platelets averaged 
131,000. 

The average platelet count in twenty-two cases 
was less than 150,000, that is, a little more than half 
the normal. There was a high percentage of positive 
tourniquet tests. In Group 1 there were two cases 
with a history of easy bruising and in one of these 
a few purpuric spots had been noted before examina- 
tion. In one case in Group 2 there was a history of 
easy bruising and occasionally a few purpuric 
areas. Symptoms and laboratory evidence of pur- 
pura hemorrhagica appeared two and _ one-half 
years after the onset of hematuria. At splenectomy 
in April, 1925, hepatic cirrhosis with moderate 
ascites was found. In twelve cases of purpura 
hemorrhagica in which operation was performed 
at the Mayo Clinic within the last three years the 
average pre-operative platelet count was 85,000. 
In cases of recent hemorrhage without evidence of 
purpura hemorrhagica the average platclet count 
Was 231,000. 

This study is presented in the hope that it will 
provoke further consideration of the blood in the 
investigation of these cases. The evidence is not 
sufficient to prove that essential hematuria is ever 
a localized purpura hamorrhagica, but in some cases 
is at least suggestive. 


Herrold, R. D., and Culver, H.: The Treatment of 
Acute Gonorrheea with Antiseptics in Gelatine. 
J. Am. M. Ass., 1927, \xxxviii, 459. 


Over a period of approximately two years the 
authors have been using, as the initial treatment in 
gonotrhoea, injections of 1:400 neutral acriflavine in 
10 per cent gelatine. They describe the technique 
and report their results. In their opinion, the use 
of neutral acriflavine in gelatine has given results 
distinctly superior to those of any previous routine 
treatment. ‘The incidence of complications has been 
lower, and in the uncomplicated cases there has 
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been a marked reduction in the period of time re- 
quired for a cure. There has been noted also a 
distinct decrease in the sequela, due apparently to a 
decrease in involvement of the urethral glands and 
localized areas of ulceration and infiltration, a fact 
which seems to indicate that there were fewer late 
or subsequent gonorrhoeal changes following this 
method of treatment. Joun G. M.D. 


Young, H. H., and Waters, C. A.: Deep Roentgen- 
Ray and Radium Therapy in Malignant 
Disease of the Genito-Urinary Tract. Am. J. 
Surg., 1927, li, 


Young and Waters report their results with deep 
roentgen-ray and radium therapy in disease of the 
genito-urinary tract. ‘The renal neoplasms treated 
were fifteen hypernephromata without metastasis 
and five hypernephromata with metastasis. After 
radical operation, a dose of 130 per cent was given 
around the perirenal fat. In several cases in which 
radical removal was impossible or inadvisable, the 
kidney region was irradiated. This resulted in every 
instance in shrinkage of the tumor. One patient 
lived two years without symptoms of recurrence. 
The pain associated with hypernephroma is often 
greatly relieved by irradiation. 

The bladder tumors treated with deep roentgen 
irradiation included benign and malignant papil- 
lomata, non-infiltrating papillary carcinomata, and 
superficial and deep infiltrating carcinomata. By a 
combination of fulguration with the intravesical 
application of radium to the surface of the tumors, 
on the one hand, and by destruction of the carci- 
noma with the cautery after suprapubic incision, on 
the other hand, about 75 per cent of tumors can be 
destroyed. This leaves about 25 per cent of the cases 
in which neither surgery nor intravesical radium 
treatment offers any chance of a cure. 

In benign prostatic hypertrophy the general re- 
sults of deep roentgen therapy and radium treat- 
ment have proved unsatisfactory. In carcinoma of 
the prostate the combined use of radium and the 
roentgen ray has given excellent results. The cessa- 
tion of haemorrhage has often been immediate, and 
not infrequently the prostate has returned to prac- 
tically its normal size and consistency. Very few 
cures can be claimed, but in many instances the pa- 
tient was relieved of severe symptoms. The two 
cases of sarcoma of the prostate treated with the 
combined treatment showed remarkable results. 

The authors believe there is no field in medicine 
in which radium and roentgen-ray therapy gives 
more satisfactory results than in urology. Radium 
can be applied very accurately by cystoscopic, ure- 
thral, and rectal applicators, and is valuable in 
benign as well as malignant disease. The combined 
method offers more chance for cure. The results ob- 
tained by the combination of deep roentgen irradia- 
tion with radium are better when the tumor is given 
from 600 to 800 mgm.-hrs. of radium therapy before 
the roentgen-ray treatment is begun. 

Tuomas F. Finecan, M.D. 


Walther, H. W. E.: End-Results ~ Genito-Urinary 
Cancer. J. Urol., 1927, xvii, 17 

Barringer, B. S.: Extension a Life in Genito- 
Urinary Carcinoma (Bladder, Prostate, Penis, 
Testicle). J. Urol., 1927, xvii, 199. 


WALTHER’s report is based on 116 cases of genito- 
urinary cancer exclusive of malignant growths of 
the kidney. There were forty-seven cases of cancer 
of the bladder, thirty-one of cancer of the prostate, 
thirty of cancer of the penis, and eight of cancer of 
the testis. Bladder involvement occurred most fre- 
quently between the ages of 50 and 69 years and was 
twice as common in males as in females. The treat- 
ment included the accepted surgical procedures, 
radium irradiation, deep X-ray therapy, and electro- 
coagulation. Seventeen of the patients died, nine 
were benefited, and seven were apparently cured. 
In five cases the results are indeterminate. In four 
the condition remained unchanged, in two the 
growth was not arrested, and in one the results are 
not known. ‘Two patients left the hospital before 
the completion of treatment. The hospital deaths 
occurred from two days to nine months after the 
patient’s admission to the hospital. ‘Two patients 
remained well after five years. Of the five treated 
with radium alone, none survived. Four who re- 
ceived combined treatment with the cautery and 
radium or with the high frequency current and ra- 
dium fared better. When the bladder neoplasm has 
advanced beyond the stage at which resection may 
be considered, much can be expected from surgical 
diathermy. 

Only six of the thirty-one patients with malig- 
nancy of the prostate are doing well. In this condi- 
tion radium is of little value. Nineteen of the 
patients with cancer of the prostate are dead. In 
four the condition is improved. In three the condi- 
tion remained stationary, and in two an apparent 
cure has been obtained. In two cases the results are 
indeterminate. In one case metastases are now 
developing. In the cases of the patients who are 
dead, the time interval between the patient’s admit- 
tance to the hospital and the time of death ranged 
from one month to four years. 


In the thirty cases of cancer of the penis the treat- 


ment consisted in radium irradiation alone in six, 
amputation alone in six, amputation and bilateral 
adenectomy in five, radium irradiation and amputa- 
tion in five, palliative care in three, amputation and 
deep X-ray therapy in two, and combined treatment 
in several. Of the six patients treated with radium 
alone, three are dead and three were benefited. Of 
the six treated by amputation alone, three are 
apparently well and three are dead. Of the five sub- 
jected to radium treatment plus amputation, four 
were benefited and one is dead. Of the five subjected 
to amputation plus bilateral inguinal adenectomy, 
one is apparently well, three were benefited, and two 
are dead. It appears that patients receiving surgical 
treatment fared as well as those given radium treat- 
ment alone. Double inguinal adenectomy in con- 
junction with amputation gave encouraging results. 
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In the cases of cancer of the testis the treatment 
consisted in epididymo-orchidectomy alone in five 
cases, epididymo-orchidectomy plus radium irra- 
diation in one, radium irradiation alone in one, and 
X-ray irradiation alone in one. The malignant testis 
was undescended in only one of the eight cases. Of 
the five patients subjected to epididymo-orchid- 
ectomy, two are apparently well and two were 
benefited. The patient with the undescended testis 
died from abdominal metastases six months after 
operation. The cases in which radium alone and 
X-rays alone were used were fatal. 

BARRINGER states that cancer of the bladder is 
best treated with radium, as in this therapy there is 
no operative mortality. Prostatic carcinoma may 
be treated with radium and reduction of the residual 
urine by the punch operation. In carcinoma of the 
penis the treatment may consist in the dorsal slit 
operation, radium irradiation, deep X-ray treatment 
of the inguinal glands, and the use of the radium 
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pack. The inguinal glands are treated by a combina- 
tion of deep X-ray therapy and the radium pack 
with the implantation of radium in any glands sus- 

ted to be involved. In teratoma of the testis 
irradiation has given wonderful results. The testicle 
is thoroughly irradiated with the radium pack and 
the course of the spermatic vessels on the side 
affected is irradiated with the radium pack or deep 
X-ray therapy. The only operation that is done is 
the removal of the testicle under local anesthesia. 
The cord is cut first and the testicle then removed 
from its bed. In order to prevent the dissemination 
of the carcinoma, care is taken in the removal of the 
testis not to squeeze it. Of forty-nine patients with 
inoperable metastases, 20 per cent are free from signs 
of the disease. The longest period of freedom from 
signs of the condition has been six years. All the 
results seem to indicate that irradiation gives a 
better progncsis than operation. 

S. Beyer, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bloodgood, J. C.: What Every Radiologist Should 
Know About Bone Tumors. Radiology, 1927, 
viii, 195. 

X-ray examination is becoming more and more 
the method of precision for the diagnosis of bone 
tumors. However, the earlier the stage of the lesion 
and the more intact the cortex the more difficult 
is the roentgen differential diagnosis. Certain tu- 
mors such as the sclerosing type of sarcoma and 
sarcoma with diffuse osteoporosis (Ewing’s type) are 
especially difficult to diagnose. 

The value of X-ray examination can be increased 
by submitting the roentgenograms of cases difficult 
to diagnose to other roentgenologists for their 
opinion. In the majority of surgical clinics the diag- 
nosis of bone lesions from the roentgenogram is 
today more advanced than their diagnosis from 
biopsy. If the X-ray examination fails, biopsy 
becomes the next method for accurate diagnosis. 

Biopsy has well-recognized dangers and must be 
performed under the protection of thermal and 
chemical cauterization to prevent contamination 
of the wound with tumor cells. Pathologists should 
be trained to make the diagnosis from fresh frozen 
sections. The greatest danger from biopsy is the 
interval of time elapsing between the removal of the 
tissue for diagnosis and the resection or amputation. 
If there is any doubt from the X-ray examination 
or the microscopic study as to the presence of definite 
malignancy it is best to treat the condition as benign 
because the chances of its being benign are greater 
than those of its being malignant and the probability 
of curing a malignant condition is as yet far too 
slight to justify an amputation or resection unless 
the diagnosis of malignancy is certain. 

In giant-cell tumors, radiation treatment alone is 
still in the experimental stage. Curettement, prop- 
erly performed, should yield a cure in practically 
every case. In all cases of central lesions of the epi- 
physis in which the bone shell is intact exploration 
should be done. If the bone shell is partly or com- 
pletely destroyed there is no objection to giving the 
patient the benefit of radiation first. This applies 
also to central tumors of the shaft. 

Up to the present time practically the only verified 
cures of sarcoma of bone are those which have fol- 
lowed amputation for lesions of the lower extremity 
below the upper third of the femur. In the author’s 
list of cases and in those collected by Codman there 
are no verified cases in which a cure has followed an 
amputation of the upper extremity of the femur. In 
this region, if resection with restoration of function 
cannot be done, radiation is necessary. 


Although it has given a successful result from 
time to time, radiation treatment has not as yet ac- 
complished very much. It has been more beneficial 
in sarcoma of the soft parts. No harm is done by pre- 
operative radiation, but operation must not be long 
delayed. In secondary bone tumors radiation is 
indicated for the relief of pain, but does not cure. 

Cuares H. Heacock, M.D. 


Meyerding, H. W.: The Pre-Operative Differential 
Diagnosis of Bone Tumors. J. Am. M. Ass., 
1927, Ixxxviii, 365. 

The author has slightly modified and rearranged 
the classification of bone tumors of the Clinical 
Pathological Association and Sarcoma Registry so 
that the tumors progress from the traumatic and 
infectious through the benign to the most malig- 
nant types, as follows: 

1. Inflammatory lesions simulating bone tu- 
mors (osteoperiostitis): traumatic (callous, ossi- 
fying haematoma); syphilitic; infectious (non- 
suppurative osteitis of Garré, Brodie’s abscess, 
tuberculosis). 

2. Osteitis fibrosa cystica; cysts. 

3. Benign osteogenic tumors: exostosis, oste- 
oma, chondroma, fibroma. 

Giant-cell tumors. 

Angioma. 

Endothelioma (Ewing’s tumor). 

Periosseous fibrosarcoma. 

Osteogenic sarcoma. 

Multiple myeloma. 

10. Metastatic tumors. 

With a complete history, clinical examination, 
urinalysis, Wassermann test, and roentgenogram, 
an expert may diagnose correctly nine out of ten 
cases. There is a small group, however, in which a 
diagnosis is impossible oe the tumor has been 
explored and its macroscopic and microscopic 
character has been determined. 

The inflammatory lesions are discussed with 
special reference to their location, the roentgenolog- 
ical findings, and symptoms. 

The cystic conditions, particularly osteitis fibrosa 
cystica, are described in detail. These lesions usually 
occur in the diaphysis and rarely involve the epiphy- 
sis. Their growth is slow with little or no pain, and 
the cystic area is usually not recognized until a 
roentgenogram is made. 

The benign exostoses, chondromata, and fibro- 
mata are described. The central chondromata may 
degenerate and produce cysts with resulting patho- 
logical fracture. 

Giant-cell tumors are rather common. They cause 
considerable destruction, being osteolytic, and pro- 
duce fractures and marked deformity. 
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The endotheliomata are characterized by a 
laminated appearance of the cortex, slowness of 
growth, and the production of a diffuse swelling of 
the shaft of the bone which is usually local but may 
be multiple. Metastasis occurs, but a favorable 
temporary reaction may be obtained with radio- 
therapy. 

Periosseous fibrosarcoma apparently arises from 
the periosteum. It causes bone absorption by pres- 
sure. It is usually of rather slow growth and fairly 
well encapsulated. 

Osteogenic sarcoma and myeloma are described 
with special reference to the clinical and roentgen 
pictures. 

In conclusion the author discusses metastases to 
bones of tumors in various tissues and the areas of 
predilection for such growths. 

The article contains case histories and illustrations 
of the various types of tumors. 


Fisher, A. G. T.: The Experimental Production of 
Acute and Chronic Arthritis and Articular 
Neoplasm by Radium. Brit. M.J., 1927, i, 319. 


The author ventures the opinion that the prolifera- 
tions in bone and cartilage occurring in osteo-ar- 
thritis are intermediate between an inflammatory 
process and a neoplasm. In attempts to produce the 
two conditions, an inflammatory process and a 
neoplasm in the knee joint of the rabbit by the same 
agent, radium was used. 

A glass tube containing 0.0382 mgm. of radium 
bromide placed in the knee joint of a rabbit pro- 
duced a condition similar to osteo-arthritis in nine- 
teen weeks; 2.21 mgm. of radium in three platinum 
tubes produced an acute fulminating destructive 
arthritis in a few weeks; 2.44 mgm. of radium in one 
platinum tube produced a chronic or rheumatoid 
arthritis in eleven months; and 0.46 mgm. of radium 
in two platinum tubes produced a large abscess and 
a sarcomatous mass in fourteen months. 

Case histories, illustrations of gross tissues, and 
microdiagnoses are presented. ‘The author states 
that small amounts of radium in glass produced 
proliferative changes only; larger amounts in plati- 
num produced destructive changes; and smaller 
amounts in platinum produced irregular prolifera- 
tion and malignant growth. 

A. James Larkin, M.D. 


King, J. M., Jr., and Holmes, G. W.: A Review of 
450 Roentgen-Ray Examinations of the Shoul- 
der. Am. J. Roentgenol., 1927, xvii, 214. 


In order to ascertain why roentgen examinations 
in shoulder cases give negative findings so fre- 
quently, the authors reviewed all shoulder cases 
seen in the roentgen department of the Massachu- 
setts General Hospital in the period from January 
I, 1925, to June 1, 1926. Three hundred of the 450 
cases thus reviewed were negative from the roentgen 
standpoint. Of the remainder, ninety-seven showed 
evidences of fracture or dislocation, twenty of ar- 
thritis, thirteen of subacromial bursitis, and the re- 
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mainder, various lesions of less frequent occurrence. 

In the discussion elicited by the review, attention 
was Called to certain anatomical and functional 
peculiarities of the joint which not only tend to 
prevent the production of changes seen with similar 
pathological processes in other joints but render such 
changes undemonstrable roentgenographically when 
they are present. The common occurrence of 
shoulder pain with other conditions as a referred 
symptom without local pathological changes ex- 
plains many negative findings. The more common 
shoulder lesions causing pain and disability which 
are not demonstrable by roentgen examinations 
were found to be postural abnormalities, sub- 
coracoid bursitis, tenosynovitis, myositis, moderate 
attrition, moderate relaxation of the capsule, and a 
tight axillary capsule. Those that might be demon- 
strated with the X-ray included fractures, disloca- 
tions, sepsis, foreign bodies, tuberculosis, lues, ar- 
thritis, separation of the acromioclavicular joint, ex- 
treme relaxation of the capsule, extreme attrition, 
and subacromial bursitis. 

The importance of a proper technique to obtain 
all possible information is emphasized, and the 
technique used by the author is described in detail. 
The following conclusions are drawn: 

1. To reduce the number of negative roentgen 
examinations of the shoulder the cause of referred 
shoulder pain should be found by thorough examina- 
tion. 

2. Both under-exposed and normal films should 
always be taken with the arm in external rotation. 

3. The tube should always be accurately centered. 

4. Relaxed capsule will not show unless some 
force is used to pull the head of the humerus away 
from the glenoid. Hartune, M.D. 


Asbury, E.: Spondylolisthesis, with Especial Ref- 
erence to the Cauda Equina. J. Am. M. Ass., 
1927, Ixxxviii, 555. 


The author discusses spondylolisthesis as a cause 
of backache and lesions of the cauda equina and 
reviews a series of twenty-seven definitely proved 
cases. 

Subluxation of the fifth and fourth lumbar ver- 
tebra was described by Killian in 1853. Neugebauer, 
after a lifetime of study of the spondylolisthesis, con- 
cluded that the cause is a defect in ossification of one 
or both sides of the vertebral arch or a fracture of the 
articular processes of the verbebra. He emphasized 
the importance of injury as a factor. Blake, in 1866, 
reported a case resulting from a sudden increase in 
weight during pregnancy. 

The etiology in most cases is traumatic. Impor- 
tant congenital defects favoring the condition are 
bifid neural arches and separate neural arches. 

The patients whose cases are reviewed ranged in 
age from 13 to 65 years. Over half were in the third 
decade of life. In fifteen cases definite trauma played 
apart. In five cases there was a congenital defect. 

In thirteen cases the symptoms developed sud- 
denly following severe trauma. In nine, their onset 
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was insidious. ‘Two cases were svmptomless. Ninety- 
five per cent of the patients complained of backache 
localized at the fifth lumbar vertebra, weakness, and 
inability to carry a heavy load. The onset of symp- 
toms may be either gradual or sudden. 

The telescoped appearance of the trunk in the 
well-developed case is marked. The ribs impinge on 
the ilia. A pseudo-kyphosis due to the prominence 
of the first sacral process is noted. The obliquity of 
the pelvis is lost, and the hips appear to be widened. 
The patient has a waddling gate. Flexibility of the 
spine is only slightly impaired, and muscle spasm 
occurs in only an occasional case 

In the diagnosis, vaginal and rectal examinations 
are of little aid except in extreme cases. Spondylo- 
listhesis must be differentiated from lumbar Pott’s 
disease, fractures of the vertebra, osteomalacia, 
Kuemmell’s disease, and rickets. 

Caudal involvement is common. It occurred in 
sixteen of the twenty-seven cases reviewed. It was 
evidenced most frequently by nerve cord or nerve 
pains with backache. 

The author discusses the mechanism of nerve 
irritation. 

External fixation by casts, a jacket, a brace, or 
traction gives temporary results. The only chance of 
permanent correction is offered by operation. The 
procedures of choice are the fusion operation of 
Hibbs and the bone-grafting operation of Albee. 

Fremont A. CHANDLER, M.D. 


Oehlecker, F.: Sacral Abscess in Congenital Skin 
Inclusions (Sakralabscesse bei kongenitalen Haut- 
verlagerungen). Deutsche Zischr. f. Chir., 1926, 
cxcvil, 262. 


Sacral fistula and abscesses are well known theo- 
retically but are very often misinterpreted when no 
dermoid contents are found in them and when 
inflammatory symptoms predominate. Incision has 
only a temporary effect and does not effect a cure. 
The clinical picture is interpreted as that of tuber- 
culosis, a resistant furunculosis, or an abscess result- 
ing from periproctitis. The condition does not 
spread toward the anus. The fistulous opening is 
usually in the midline. 

The author discusses the development of these 
conditions from the viewpoint of embryology and 
describes the differences between them and Eck’s 
fistula. Madelung has pointed out the relationship 
between cavities and small hollows in the sacro- 
coccygeal region to sacral abscesses. The author 
believes that, at the time of puberty, small portions 
of skin displaced during embryological development 
produce small hairs which grow into the connective 
tissue and favor the formation of granulomata. 
Such collections of hairs can be seen in the micro- 
scopic picture. 

The treatment must consist of excision into nor- 
mal tissue. ‘This should be done by a transverse 
elliptical incision which gives the firmest grasp for 
sutures so far as suturing is possible. 

(Z). 
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Sorrel, E.: The Treatment of All Cases of Tuber- 
culous Osteo-Arthritis by Bone Grafting (Sur 
le traitement par les greffons osseux de toutes les 
ostéo-arthrites tuberculeuses). Bull. et mém. Soc. 
nal. de chir., 1926, lii, 1152. 

The author is very skeptical regarding the mar- 
velous results from bone grafting in tuberculous 
arthritis which have been reported by Robertson- 
Lavalle of Argentina. Sorrel performed two such 
operations in Ombrédanne’s clinic, but one of the 
children died and the other required an amputation. 
Mouchet and Ombrédanne tried the operation in 
four cases, but none of the patients seems to have 
been benefited by it. In one of the cases the condi- 
tion was a juxta-articular tuberculosis without 
involvement of the joint, a condition which fre- 
quently becomes cured after simple curettage, but 
following the operation under discussion the child 
recovered with ankylosis of the joint and the time 
required for recovery was as long as if no graft had 
been used. Because of such results Sorrel does not 
feel justified in trying it further. 

Auprey G. Morcan, M.D. 


Riedel: Operative Treatment of Paralysis of the 
Opponens Pollicis (Operative Behandlung der 
Opponenslachmung). Zentralbl. f. Chir., 1926, liii, 
2600. 

The author reports a case of paralysis of the 
opponens pollicis due to anterior poliomyelitis. 
Although there was free movement in the wrist, 
the median and ulnar nerves were partially paralyzed 
and there was some muscular weakness. The thumb 
could be neither adducted nor apposed. Spreading 
of the fingers was impossible. 

A free transplantation of a strip of fascia from the 
fascia lata of the thigh was done. One end of the 
fascia was split and wound once around the first 
metacarpal and once around the fifth metacarpal and 
then pulled under the palmar fascia and sutured to 
it. Throughout the operation the thumb was held 
in sharp flexion. 

A successful result with complete active flexion 
of the thumb was obtained. The author ascribes the 
return of flexion in the thumb to the action of the 
palmaris longus muscle. RosENBuRG (Z). 


Guillot, M., and Dehelly, G.: Thirty-Four Cases of 
Osteosynthesis for Pott’s Disease (A propos de 
trente-quatre ostéosynthéses pour mal de Pott). 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1144. 


Since the first report which the authors made on 
Hibbs’ operation they have used it in thirty-four 
more cases of Pott’s disease. At first they used the 
unmodified Hibbs’ method, but now they add an 
osteoperiosteal graft in all cases. In their first modi- 
fication they denude the spinous processes and the 
laminz of the vertebra, fracture the articular proces- 
ses, section the spinous processes and bring them 
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down along the midline, and then place an osteo- 
periosteal graft in each of the vertebral grooves. 
In their second modification they do not fracture 
the articular processes but bring the spinous proc- 
esses down in one vertebral groove and place an 
osteoperiosteal graft in the other. After the opera- 
tion, plaster immobilization is continued for from 
three to eight months, depending upon the serious- 
ness of the condition and the patient’s weight. 

The operation is not serious and there is little 
hemorrhage if the graft is pressed tightly against 
the bone and held by a tampon. A specimen removed 
five months after the operation from a patient who 
died of tuberculous meningitis showed a solid block 
of bone. The late results have been excellent in most 
of the cases. The authors believe that the method is 
better for young children than Albee’s method. 

In the discussion of this report, TUFFIER said that 
he had used the Albee and other methods in a large 
number of cases of Pott’s disease in adolescents and 
adults in the past twelve years. He has had much 
better results from Albee’s operation than from 
posterior vertebral osteosynthesis. The results have 
been so good, in fact, as to suggest that the operation 
has some other action than that of immobilization. 

SorREL said that he examined Dehelly’s specimen 
and found the pathological focus solidly immo- 
bilized, but that he has seen the same result from 
different techniques. He believes that Albee’s 
technique is usually to be preferred because it is the 
simplest, the quickest, and the most benign, but 
when the gibbosity is quite acute, as it is apt to be 
in the dorsal region, the osteoperiosteal graft may be 
better. Auprey G. Morcan, M.D. 


Duval, P.: Albee’s Operation in Pott’s Disease in 
the Adult (A propos de l’opération d’ Albee dans le 
mal de Pott chez l’adulte). Bull. et mém. Soc. nat. 
de chir., 1926, lii, 1148. 


Duval has performed Albee’s operation in ten 
cases of Pott’s disease in adults and has had late 
reports on five of the cases. One of the patients died, 
probably from bilateral renal tuberculosis. The 
four others are well and able to do hard work two, 
three, six, and six and a half years respectively after 
the operation. 

In Duval’s opinion the effect of Albee’s operation 
is simply an immobilization, but this immobiliza- 
tion is much more perfect than can be accom- 
plished by any external method. Some surgeons 
perform the operation in all cases of Pott’s disease 
without discrimination, this perhaps explaining the 
poor opinion of it generally expressed in American 
reports. To perform the Albee operation when there 
are multiple foci of tuberculosis, when the gibbosity 
is very large, and when cold abscesses are progress- 
ing rapidly is to invite failure and possible aggrava- 
tion of the local and general condition. The true 
indication for it is offered only by early cases. The 
earlier immobilization is accomplished the better 
the prospects for success. A corset should be 
worn for six months until a solid block of bone 
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is formed. This can be determined by roentgen 
examination. 

Early operation is justifiable only when it is sim- 
ple and free from danger. For this reason Duval 
prefers Albee’s operation to the more complicated 
procedures of Hibbs, Calve, and others. It is essen- 
tial to place bone between the slit spinous processes. 
Duval does not fashion the graft carefully and fit it 
to the gibbosity as Albee does, but takes several 
pieces of bone cut from the tibia with scissors and 
places them over or beside the focus in the spine and 
sutures the aponeurosis over them. The operation 
does not take over twenty minutes. 

Auprey G. Morcan, M.D. 


Quick, B.: The Treatment of Acute Suppurative 
Arthritis of the Knee Joint. Med. J. Australia, 
1927,1, 391. 

The treatment of severe sepsis of the knee joint 
by transverse arthrotomy makes considerable de- 
mands upon both the patient and the surgeon as 
the convalescence is long and trying. However, a 
painless bony ankylosis of the joint is very much 
more acceptable to most persons than an artificial 
leg. Experience alone will tell when to open and 
drain in such cases and when to amputate. To date 
the author has reported seventeen cases treated by 
arthrotomy. He states that he has reason to believe 
that bony union occurred in all. 

S. C. WoLpENBERG, M.D. 


Gilmour, J.: The Osteoperiosteal Graft in Dan- 
glefoot. Brit. M. J., 1927, i, 322. 


The osteoperiosteal graft as used by Morison and 
Mackenzie in paralytic danglefoot has been em- 
ployed by the author in preference to astragalectomy 
and to the fixation of the astragaloid joints. Bone 
growth of the transplant is abundant. 

In the case of a boy 14 years old two posterior 
osteoperiosteal grafts were used for the correction 
of danglefoot. After fixation for six months, stability 
of the foot was obtained but rotation of the lower 
epiphysis of the tibia had occurred. The rotation 
was doubtless due to retardation of the growth of 
the posterior portion of the epiphysis, which was 
fixed by the osteoperiosteal graft. 

Care must be taken in the placement of osteoperi- 
osteal grafts. The grafts should never extend across 
the epiphyseal line. They are to be used as osseous 
ligaments and should retain sites of implantation 
corresponding to the ligamentous attachments. 

Fremont A. CHANnpier, M.D. 


FRACTURES AND DISLOCATIONS 


Campbell, W.: The Onlay Graft in the Treatment 
of Ununited Fractures of the Long Bones. 
South. M.J., 1927, xx, 107. 


In this article an additional sixteen cases are 
added to the seventeen cases of ununited fracture 
reported by Campbell in 1924. The bones involved 
were the femur in six, the humerus in twelve, the 
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tibia in four, the jaw in one, both bones of the fore- 
arm in five, the ulna in one, and the radius in four. 

In the thirty-three cases of ununited fracture there 
were only seven in which no open surgery had been 
done. Open reduction with or without fixation was 
carried out in nine in the fresh stage. Seven of the 
fractures were compound and four were gunshot 
fractures. In twenty cases from one to four opera- 
tions to produce osseous union had been performed 
unsuccessfully. 

Campbell classifies fractures as ununited when 
there is free motion between the fragments at the 
end of six months. He emphasizes, however, that 
there is no definite time when a distinction can be 
made between delayed union and non-union. 

The increase in non-union is probably due to: (1) 
an increase in the severity of fractures, as evidenced 
by the greater incidence of compound fractures and 
greater trauma to the soft parts, bones, nerves, and 
blood vessels; (2) the occurrence of a greater num- 
ber of multiple fractures, which makes a greater 
demand on the callus output, as evidenced by defec- 
tive union at one or more sites; (3) inadequate and 
often inadvisable surgery due to the evolution in the 
treatment of fractures to meet the demands of the 
X-ray. 

ie uae cases of fresh fractures in Campbell’s 
private practice only ninety-seven open operations 
were performed. 

Campbell states that the treatment of the un- 
united fracture is prophylactic, constitutional, and 
local or surgical. The calcium and phosphorus con- 
tents of the blood have received considerable con- 
sideration recently and probably should be estimated 
in all cases of severe fracture as well as those of frac- 
tures with delayed union. In the treatment of non- 
union, success may be obtained at times by various 
methods, but to obtain union in a large percentage 
of cases, three important factors must be con- 
sidered and respected in every instance, viz.: (1) 
rigis asepsis, (2) complete internal fixation, and (3) 
osteogenesis. 

Campbell’s technique for the onlay graft operation 
is as follows: 

An incision is made through the skin to expose 
each fragment, when possible, for a distance of 4 in. 
(trocm.). Routine dissection is then done to the site 
of the fracture, all intervening scar and fibrous tis- 
sue being removed. The fragments are pared with a 
chisel or motor saw, and each medulla is reamed out 
until normal marrow tissue is reached. The frag- 
ments are rotated until normal relations have been 
restored. 

An incision is made through the periosteum of 
each fragment for a distance of several inches, 
depending upon the extent and anatomical location 
of the fracture. The periosteum is stripped from 1% 
to 34 in. (1.3 to 1.9 cm.) from the circumference, the 
soft parts from which the circulation is derived being 
left attached as much as possible. 

With a chisel, shavings are removed from the 
circumference until there is a continuous flat sur- 


face of 3 or 4 in. (7.5 or 10 cm.) on each fragment- 
A broad, flat, massive autogenous graft is then taken 
from the tibia. This must be of sufficient length, 
breadth, and width to secure firm fixation. With a 
motor saw the graft is split longitudinally through 
the edge or small diameter into two parts, a strong 
outer plate consisting of dense bone or cortex and an 
inner plate of the endosteum. 

A strip of endosteum is placed within the medulla 
to bridge the site of the fracture as reduction is made, 
normal marrow tissue rich in osteoblasts being thus 
restored. From a strip of dense bone taken from the 
outer plate or from a separate graft, six or eight 
autogenous bone nails of the proper size are made. 
The strong outer plate is held to the flat surface of 
the bone so that it extends across the site of frac- 
ture. Three or four drill holes are made through 
the graft and each fragment and into these the 
autogenous bone nails are driven. A square peg 
in a round hole secures firm attachment. In addi- 
tion, chromic catgut sutures are passed about the 
bone and graft. 

The remainder of the endosteum is broken into 
small particles which are placed with the shavings 
about the site of the fracture. If the graft is taken 
from the upper extremity of the tibia, small pieces 
of spongy bone may be obtained, to be placed around 
the fracture site or an osteoperiosteal graft may be 
added. 

The method of mechanical fixation is the same as 
that accomplished with the Lane plate. There is no 
further break in continuity, but the site of the frac- 
ture is reinforced by the new autogenous osteogenic 
onlay, which gives additional strength, stability, and 
fixation. 

The after-treatment is most important. It con- 
sists in external fixation by plaster-of-Paris casts or 
apparatus for eight weeks. During this time, no 
motion should be permitted in the adjacent joints as 
it might disturb the fracture site. At the end of 
eight weeks, union is firm. A convalescent brace 
should then be applied. This must be constructed to 

ermit the gradual increase of motion in adjacent 
joints. It should be worn for at least six months. . 

In 92 per cent of the cases reviewed osseous fusion 
was obtained. In the thirty-eight bones (thirty- 
three cases) there were only three failures. 

H. Karte Conwer, M.D. 


Scheffler, H.: Observations and Results in Five 
Years’ Treatment of Fractures (Beobachtungen 
und Ergebnisse bei einer fuenfjaehrigen Frakturen- 
behandlung). Arch. f. orthop. u. Unfall-Chir., 1926, 
xxiv, 298. 

Scheffler reviews the results of the treatment of 
fractures of the extremities during the last five years 
at “ Bergmannsheil.’’ Until shortly before his death 
von Brunn worked on this material 

Most of the patients were males in the second to 
fourth decades of life who worked in the coal mines. 
Most of the injuries were due to the character of 
the work, and many were unavoidable in spite of all 
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precautions. Severe crushing injuries and fractures 
appeared to be typical. The force producing the 
injuries was therefore usually severe. Not rarely, 
infection and gangrene developed. 

Special attention was paid to a careful roentgen 
diagnosis—plates taken in different planes, sometimes 
stereoscopic exposures, never mere fluoroscopy— 
and to exact reduction under ethyl chloride anesthe- 
sia. Extension was applied only in fractures of the 
femur, oblique fractures of the leg in the lower third, 
fractures of the surgical neck, and, in elderly per- 
sons, supracondylar fractures of the humerus. Dur- 
ing the last ten years wire extension has been used. 
The Steinmann nail is not favored because of the 
danger of infection and the pains on prolonged 
recumbency which are associated with its use. When 
wire extension is employed these sequele do not 
occur. 

Great importance was attributed also to func- 
tional motion therapy according to Boehler’s method. 
Therefore the fundamental principle of immobiliza- 
tion of adjacent joints was disregarded and the cir- 
cular plaster cast was omitted. The fact that even 
the observance of this fundamental principle—in 
fractures of the leg, for example—does not always 
assure absolute immobility of the fracture fragments 
led von Brunn to substitute for the circular cast a 
plaster splint applied directly to the skin with con- 
stant traction on the fractured extremity. This 
gives very good results also in fractures of the upper 
arm. Extension is still the normal procedure only 
in fractures of the femur, but may be of value as an 
aid to reduction in cases in which the resistance of 
the muscles renders difficult the retention of the 
fragments and in cases of compound fractures in 
which open treatment of the wound is always 
given. 

In the cases reviewed, medicomechanical treat- 
ment was begun a few days after the injury. This 
approximated as closely as possible the physiological 
movements. For psychic reasons, active motion of 
the fractured extremity was also necessary. The 
medicomechanical treatment paralleled the anatom- 
ical healing. As a result of the observation of this 
basic principle the duration of the treatment was 
relatively short, exceeding the time necessary for 
consolidation by only from ten to twenty days. 

The functional results were always very good even 
when the anatomical results were not. Frequently 
the good anatomical result achieved by open reduc- 
tion was followed by a very poor functional result. 
The use of Lane’s splint is to be considered only for 
subcapital fractures of the upper arm and certain 
fractures of the forearm. In the cases reviewed, 
compound fractures were never immobilized by 
foreign bodies. 

Mining conditions are favorable to the healing 
of fractures as coal and stone dust are practically 
sterile. This fact and the favorable age of the 
patients explain the very satisfactory results of 
treatment with rapid recovery of the ability to work 
and low workmen’s compensation. 
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The article is supplemented by numerous tables, 
roentgenograms of interesting cases, and illustra- 
tions of special methods of treatment. 

HACKENBROCH (Z). 


McBride, E. D.: Dislocation of the Semilunar Bone: 
Neurospastic Fixation of the Hand: A Defor- 
mity Characteristic of the Injury. Arch. Surg., 
1927, xiv, 584. 

Dislocation of the semilunar bone is the third most 
commoninjury of the wrist. The prognosis is unfavor- 
able unless the condition is diagnosed and properly 
treated early. Eight cases are reported. Four were 
treated by excision of the dislocated bone, three by 
open reduction, and one by non-operative measures. 
In the cases treated by open operation the results 
were very satisfactory. 

All of the eight cases showed an attitude of the 
hand for which the author suggests the term “ neuro- 
spastic fixation.” The fingers are usually flexed 
slightly more at the terminal joints than at the 
middle phalangeal joints, while the knuckles are only 
slightly flexed or fully extended or depressed. There 
is some fullness at the base of the palm near the 
middle of the wrist. Voluntary flexion of the fingers 
is possible, but closing of the fist is impossible. 
A spastic condition of the intrinsic muscles of the 
hand is present and may persist for several weeks. 
There is a glove-like paraesthesia. 

The author reviews the opinions of various sur- 
geons regarding the treatment of dislocation of the 
semilunar bone and draws the following conclusions: 

1. Reduction by manipulation within three days 
can usually be accomplished with a good functional 
result. 

2. Excision after two or three weeks results in 
good function but some permanent weakness. 

3. Open reduction promises as good a return of 
function as removal. 

4. In untreated cases there is disability of from 
25 to 75 per cent. 

5. In old cases, open reduction should not be 
attempted; excision is better. 

6. Inthe presence of marked fixation and degener- 
ative changes, removal will relieve pain but will 
improve function only slightly. 

Fremont A. M.D. 


Zur Verth: Fractures of the Fingers (K nochenbrueche 
an den Fingern). Ziéschr. f. aerstl. Fortbild., 1926, 
xxiii, 617. 

Since the discovery of the roentgen rays fractures 
of the fingers have been diagnosed much more fre- 
quently. Particularly the uncomplicated fractures 
and dislocations of the joints were first revealed by 
roentgenograms. Roentgenograms also frequently 
show healed fractures. The author discusses the 
frequency of fractures of the different fingers and 
joints and the most common types of fractures and 
dislocations. 

The typical fracture of the proximal phalanx is the 
transverse or oblique fracture of the shaft. Fre- 
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quently, marked displacements are found. As the 
swelling of the fingers is usually considerable, the 
most severe type of dislocation may be completely 
overlooked unless roentgenograms are made. The 
roentgenograms must be taken in two planes. 

Fracture of the shaft is the typical fracture also 
in the middle phalanx and constitutes about two- 
thirds of all fractures of this part of the finger. Frac- 
tures of the base and head of the bone also occur. 

In the terminal phalanx the typical fracture is a 
fracture of the shovel-shaped distal process produced 
by direct violence. Considerable attention has been 
paid also to the common fracture of the base of the 
terminal phalanx with avulsion of the dorsal tendi- 
nous process. According to Ziegler, workmen’s com- 
pensation is awarded in 24.9 per cent of cases of 
fracture of the fingers. In cases of fracture of the 
forearm it is awarded in 12 per cent, and in those 
of fracture of the leg, in 14 per cent. 


The use of the straight splint has done con- 
siderable damage as it may lead to stiffening of the 
finger in the extended position. In dislocation frac- 
tures it is impossible to maintain the extended posi- 
tion. The undislocated fracture of the finger and the 
most common displacement at an acute angle dor- 
sally is immobilized in a position of medium flexion. 
After from seven to ten days slight attempts at 
motion are made, and soon thereafter passive motion 
and mechanical exercises are added. Only in the 
very rare dislocation with the obtuse angle on the 
flexor surface is the straight splint necessary. Simple 
fractures with axial displacement and compound 
fractures with displacement are best treated with 
adhesive plaster. 

In the treatment of war injuries a number of 
methods were devised. The author reviews special 
methods of treatment for special forms of fracture. 

ZILLMER (Z). 
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BLOOD VESSELS 


Borcherds, W. M.: The Treatment of Varicose 
Veins by Organic Arsenic Injections. Bril. M. 
J 1927, 1, $75- 

Borcherds reports a case of syphilis with varicose 
veins of the leg in which he cured the varicosities 
with injections of salvarsan. He has cured piles 
in the same way, but does not state whether they 
were or were not associated with syphilis. He re- 
ports two cases of sleep-walking cured with sal- 
varsan, and states that he has obtained good results 
with salvarsan also in cases of varicose ulcers. 

Howarp A. McKnicuat, M.D. 


Wheeler, Sir W. I. deC.: Thrombo-Angiitis Ob- 
literans. Brit. M. J., 1927, i, 225. 

Smith, R. P., and Patterson, D. W.: Thrombo- 
Angiitis Obliterans in Association with Syph- 
ilis. Brit. M. J., 1927, i, 227. 


WHEEIER discusses the nature, symptoms, 
treatment, and prognosis of thrombo-angiitis ob- 
literans and reports two cases. Neither of his pa- 
tients was a Hebrew and neither had syphilis. Both 
had served abroad and both were heavy cigarette 
smokers. One lost portions of all four limbs during 
a period of about ten years. The other had the acute 
variety and lost the left leg above the knee within a 
few weeks of the first attack of pain in the calf. 

Smirn and PATERSON report the case of a man 59 
years of age, a tailor’s cutter of British nationality. 
There was no history of syphilis, but the blood 
Wassermann test was strongly positive. The 
symptoms included pain, coldness of the feet, 
ischaemia, intermittent claudication, erythromelal- 
gia, evidence of trophic disturbances, and gangrene 
of a toe. The gross appearance of the amputated 
limb and the microscopic appearance of the main 
arteries, veins, and nerves are described. - 

The thrombosis seemed to have originated in the 
popliteal artery and to have spread progressively 
downward to the anterior and posterior tibial ar- 
teries. Carv R. Sreinke, M.D. 


Holman, E.: Observations on the Surgery of the 
Large Arteries. Ann. Surg., 1927, \xxxv, 173. 


Ligation of one of the large arterial trunks should 
be accompanied also by occlusion of the correspond- 
ing vein. Under certain circumstances it is prefer- 
able to ligate the vein proximal to the site of the 
arterial ligation; e.g., ligation of the popliteal artery 
should be accompanied by ligation of the common 
femoral vein above the entrance of the deep femoral 
and saphenous branches. In the experimental an- 
imal the incidence of gangrene was greatly decreased 
by the application of this rule. 


A coarse ligature, such as broad tape, should be 
applied to the large arterial trunk; fine ligatures 
cut through the arterial wall rapidly. 

If feasible, division of an artery between ligatures 
should supersede ligation in continuity as it decreases 
the possibility of fatal erosion of the arterial wall. 

Partially occluding ligatures and crushing liga- 
tures applied to large vessels may cause fatal rupture 
of the wall of the vessel. The ligature should be tied 
so that it will occlude the vessel but not crush it. 

Proximal ligation of the artery for an arterio- 
venous fistula is contra-indicated not only because 
of the imminent danger of distant gangrene, but also 
because it is entirely futile in eliminating the fistula 
if gangrene is averted. 

Following operations upon the large vessels, the 
wound should be completely closed without drain- 
age. SAMUEL Kaun, M.D. 


BLOOD; TRANSFUSION 


Cone, S. M.: Leukzemia—A Sarcoma: Bone Evi- 
dence; Report of Two Cases: Arch. Surg., 1927, 
xiv, 542. 


Leukemia resembles sarcoma in a fluid medium. 
It acts like a malignant growth clinically. In the two 
cases reported by the author the morbid anatomy 
and histological pathology indicated it to be of a 
sarcomatous nature. In both cases the myelocytes 
maintained their place in the blood vessels in an 
orderly way, but at various points—in the brain, 
liver, intestine, spleen, serous membranes, and 
bone—there was a break, and invasion occurred as 
in sarcoma elsewhere. Bone absorption by direct 
action of the tumor cells was noted, and there was 
reviving and proliferation of the bone cells such as 
are seen in other sarcomata of bone. 

Josern K. Narat, M.D 


Cornils, E.: Hzmolysis in Blood Transfusions, on 
the Basis of Experiences in 500 Transfusions 
(Ueber Haemolyse bei Bluttransfusionen, an Hand 
der Erfahrungen bei ueber 500 grossen Transfu- 
sionen). Arch. f. klin. Chir., 1926, cxli, 577. 


Following a brief review of the history of blood 
transfusion, the author discusses the preliminary 
tests from the theoretical and practical viewpoints. 
On the basis of 510 transfusions of his own he con- 
cludes that the procedure should always be preceded 
by a preliminary test of the agglutination, especially 
the determination of the blood grouping according 
to, the Landsteiner-Jansky method. When test sera 
are not available, crossed serological tests or a direct 
test of agglutination with a drop of the recipient’s 
— and a drop of the donor’s blood should be 
made. 
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In 5 per cent of the author’s cases the preliminary 
serological tests were found incorrect. In the first 
case, goo c.cm. of blood were transfused without 
injury from a donor of Group 3 to a patient of Group 
2. The serological cross examination of the blood 
also showed agglutination between the serum of the 
recipient and the blood of the donor and vice versa. 
When the transfusion was repeated two months later 
there was again no reaction. In another case a patient 
in Group 1 (Jansky) was to receive blood from a 
donor of the same group, but preliminary crossed 
serological tests between the donor’s serum and 
the recipient’s erythrocytes showed marked agglu- 
tination, and in the biological test with 60 c.cm. a 
definite haemolysis occurred. In two other cases 
the patients and donors belonged to Group 2, but 
the serological test showed agglutination and 
hemolysis between the serum of the recipient and 
the erythrocytes of the donor, and in preliminary 
biological tests marked hemolysis occurred with 35 
c.cm. and in a second test with another donor in 
Group 2 marked hemolysis occurred with 150 c.cm. 
In these cases also the serological control showed 
agglutination and hemolysis between the serum of 
the recipient and the blood of the donor. 

Except in cases of unconsciousness from narcosis 
or other causes, biological tests will exclude hamol- 
ysis with certainty. The clinical manifestations of 
anaphylactic shock or hemolysis always begin with 
hamoglobinemia. Beck (Z). 


LYMPH VESSELS AND GLANDS 


Flynn, C. W.: Primary Endothelioma of Cervical 
Lymph Nodes. Aun. Surg., 1927, |xxxv, 347. 


Primary endothelioma of the cervical lymph 
nodes, though a rare condition, occurs much more 


frequently than is commonly supposed. In the early 
stages it is a local process and is amenable to com- 
plete surgical cure if the involved lymph nodes are 
accessible. Eventually it becomes generalized and 
is then fatal. A clinical diagnosis in the early stages 
is possible, but extremely difficult and requires the 
painstaking collaboration of a diagnostician, pathol- 
ogist, and surgeon. 

The disease begins, like Hodgkin’s disease, in 
either the superficial or the deep glands of the 
anterior or posterior cervical regions. Unlike 
Hodgkin’s disease, it is invariably unilateral and 
general adenopathy does not occur, at least until the 
late stages. The glands become enlarged but remain 
discrete and do not cause pain until late. Visceral 
metastases are extremely uncommon. ‘The course 
of the condition is consistently progressive. 

Lymphosarcoma of the cervical lymph nodes 
closely simulates primary endothelioma. In the 
earlier stages, a clinical differentiation is often 
impossible. Biopsy is the only reliable procedure 
for the differential diagnoses and should therefore 
be done as soon as possible whenever the presence 
of either of these conditions is suspected. If the 
microscope reveals endothelioma, a prompt radical 
— dissection of the cervical glands should be 

one. 

Even the miscoscopic differentiation ‘may be 
difficult. If the diseased tissues cannot be removed 
completely because of its position or extent, only 
palliative therapy with the X-ray, radium, or Coley’s 
toxin should be employed. 

The author reports a case in which a diagnosis of 
primary endothelioma of the cervical lymph nodes 
was made at biopsy. The condition was inoperable 
and progressed rapidly to a fatal termination. 

Leo M. ZimMERMAN, M.D. , 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Mackenzie, D.: The Treatment of Burns. Brit. 
M.J., 1927, i, 421. 


For the treatment of burns the author advocates 
immediate removal of all dead tissues under general 
anesthesia induced preferably with ether. Free re- 
moval of both the skin and the deep margin is indi- 
cated. The presence of dead tissues results in toxe- 
mia from absorption of the products of autolysis and 
usually a degree of toxemia at the sloughing stage. 

Following early débridement, the author treats 
the affected part with hot hypertonic saline solution 
~~a 5 per cent solution if the demarkation was exact 
and there is no danger of haemorrhage from oozing, 
and a 2 or 3 per cent solution when the oozing is 
extensive. Gauze is wrung out of the solution and 
applied to the raw surface in close contact, layer 
upon layer, and covered with wool. It is removed 
with the aid of irrigations of warm saline solution 
instead of by soaking. In most cases parts of the 
field are ready for pinch grafts within a few days. 

Because of the flexibility of the resulting scar tis- 
sue, contractures and disfigurement are minimal. 
The convalescence is aseptic and free from dis- 
comfort. Antuony F. Sava, M.D. 


Sistrunk, W. E.: Contribution to Plastic Surgery. 
Ann. Surg., 1927, \xxxv, 185. a 


Removal of scars by stages. In the removal of 
scars in regions where grafts are inadvisable, 
advantage is taken of the fact that skin easily 
stretches when it is put under tension. In a case 
cited there was a large area of scarring over the 
anterior surface of the neck due to roentgen-ray 
exposures in the treatment of goiter. As much of the 
skin was removed as would allow closure of the edges 
of the wound without tension. Only skin and sub- 
cutaneous fat were removed. Undermining of the 
skin was avoided in order to prevent the formation 
of adhesions. Approximation was obtained in one- 
third of the scar area. The patient was advised to 
stretch the skin by movements of the neck and by 
massage. Within six months the skin was quite loose 
and pliable and the scar only two-thirds its original 
size. Another operation similar to the first was then 
performed and one-half of the remaining portion 
of the scar removed. Six months later, at a third 
operation, the remaining scar was excised. Today 
only a single line remains. In a number of other 
cases in which similar methods were used the results 
were excellent. 

An open operation for extensive laceration of the 
anal sphincter. A method is suggested for cases in 
which a great dea] of the sphincter ani muscle has 


been destroyed and repair by drawing the ends of the 
muscle together would be unsatisfactory or impos- 
sible. Through a curved transverse incision along the 
vaginocutaneous margin, the levator ani muscle is 
isolated and sutured across the anterior rectal wall 
as in an ordinary perineorrhaphy. ‘The ends of the 
sphincter ani are then isolated and sutured to the 
levator ani, being brought as closely together as 
possible without too much tension. Usually this 
will close the anus and will allow it to fit snugly 
around an index finger introduced into the rectum. 
The wound is left open and packed with iodoform 
gauze. The gauze is held in position by a suture 
placed through the edges of the skin and tied loosely. 
The removal of this gauze after about eight days 
leaves a granulating wound which heals slowly. The 
resulting scar tissue aids in fairly uniting the edges 
of the sphincter ani. If the sphincter nerve supply 
is unimpaired, normal control is usually regained; if 
it has been injured, normal control will not be re- 
gained but partial control will be possible by volun- 
tary elevation of the levator ani. Pre-operative 
preparation by castor oil and a low residue diet is 
suggested. Following the operation, constipation is 
induced by paregoric. After ten days olive oil 
enemas twice daily and an aperient several times 
daily are administered until satisfactory bowel 
movements are secured. 

Certain modifications of the Kondoleon operation 
for elephantiasis. It is assumed that the type of 
elephantiasis usually seen in America is a sequel to 
partial or complete obstruction of the inguinal 
lymph nodes. It is usually preceded by a simple 
lymphoedema. ‘The superficial lymphatic system 
alone is involved. This system is separated from the 
deep system by the aponeurosis covering the mus- 
cles. The Kondoleon operation is performed with 
the idea of connecting the two systems by removing 
a large amount of the aponeurosis. A large portion 
of skin and fat and subcutaneous tissue is removed 
at the same time. When the raw surfaces are 
apposed, new lymphatics and: new blood vessels 
form and connect the superficial system with the 
deep system. In the author’s opinion the removal of 
large amounts of diseased tissue is very important. 
The patient is carefully prepared for operation by 
rest in bed with elevation of the involved extremity 
and the application of bandages to reduce the 
oedema as much as possible. Postoperatively the 
patient is carefully watched and treated to prevent 
the severe shock that often follows a radical opera- 
tion of this type. After the operation, bandages 
must be worn indefinitely. Occasional rest in bed 
with elevation and careful bandaging of the limb 
will be of great benefit if extensive oedema develops 
subsequently. 


191 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Pohle, E. A.: Studies of the Roentgen Erythema of 
the Human Skin. II. Skin Capillary Changes 
After Exposure to Filtered Roentgen Rays and 
to Ultraviolet Radiation. Radiology, 1927, viii, 
185. 

Pohle employed the skin microscope to determine 
the changes occurring in the capillaries of the skin 
following exposure to short wave-length roentgen 
rays and ultraviolet irradiation. The studies showed 
that following the application of one erythema 
dose of short wave-length roentgen rays, complete 
recovery of the injured small blood vessels of the 
skin does not take place. ‘The blood vessels are 
decreased in number and elongated. The wall is 
thinned and the diameter larger. The vessels respond 
somewhat more slowly to heat and cold. ‘The studies 
of Miescher suggest that these capillary changes 
offer an explanation for the observation that a small 
insult to such injured tissues is sufficient to cause the 
appearance of a late reaction manifesting itself in a 
roentgen ulcer. 

Pohle suggests the possibility of using capillary 
microscopy for the control of the so-called erythema 
dose (tolerance dose). T his should be only so potent 
as to permit the complete recovery of the capillaries 
in from three to five months. Capillary microscopy 
might be used also in practice as an aid in deter- 
mining when an X-ray treatment may be repeated 
in cases which have been irradiated in another 
laboratory. 

A single exposure to ultraviolet rays which is 
sufficient to produce a medium erythema causes 
capillary changes similar to those following the use 
of unfiltered roentgen rays but persisting for a 
much shorter period of time and terminating in 
complete recovery in from two to three weeks. 

Cuarves H. Heacock, M.D. 


Pfahler, G. E.: The X-Rays and Radium in the 
Fight Against Cancer. Wisconsin M. J., 1927, 
XXVi, 75. 


The value of the roentgen rays in the early diagno- 
sis of certain types of cancer is mentioned because 
early diagnosis is the most important factor in the 
treatment of the disease, but most of this article is 
devoted to irradiation therapy, giving, in a general 
way, the modus operandi and the scope and methods 
of application of the treatment. The advantages of 
combining irradiation with surgery or electro- 
coagulation in selected cases are emphasized. The 
results obtained in cancer of the skin, breast, lip, 
tongue, mouth, and uterus are described, and 
statistics from various clinics are given in numerous 
tables. Hartunc, M.D. 


Mayer, E. G.: Results to Date in Roentgen Irra- 
diation Combined with Intravenous Injec- 
tions of Dextrose in the Treatment of Carci- 
noma (Bisherige Erfahrungen in der Roentgen- 
therapie der Carcinome bei Kombination von 
Roentgenstrahlen mit intravenoesen Dextrosein- 
jektionen). Fortschr. a. d. Geb. d. Roentgenstr., 1926, 
XXXiV, 37. 


The combination of injections of dextrose with 
roentgen irradiation brought about improvement in 
the clinical picture in seventeen of fifty cases of car- 
cinoma. The oldest cases have been under observa- 
tion for four months. Sometimes there is a quite 
marked rise in the temperature after the injection 
of the dextrose; when this occurs the roentgen 
therapy should be discontinued for from eight to 
fourteen days. 

In the discussion of this report, Mertsets (Lem- 
berg) stated that he had noted improvement in 
about thirty cases of inoperable carcinoma of the 
uterus treated by roentgen irradiation combined 
with dextrose injections. 

KLIENEBERGER (Zittau) and HEIDENHAIN (Worms) 
contended that irradiation, which is itself obscure, 
should not be further complicated by dextrose 
injections. 

StauniG (Innsbruck) replied that in his opinion 
this objection is not warranted; the procedure is 
justified by its results. He has "noted quite rapid 
improvement following its use. 

WERNER (Heidelberg) reported that he had ex- 
perimented with dextrose but had discontinued its 
use because its results were only temporary. 

Kou_MANN (Oldenburg) stated that he has 
recommended glucose injections to prevent roentgen 
sickness. 

In conclusion Mayer stated that he had reported 
only upon the early results, but that the action of 
the dextrose seems to be specific. Grasuey (Z). 


RADIUM 


Andrén, G.: The Radium Treatment of Haman- 
giomata, Lymphangiomata, and Nevi Pigmen- 
tosi; Experiences from Radiumhemmet, 1909— 
1924. Acta radiol., 1927, viii, 1. 

The author discusses the pathology and clinical 
manifestations of navi and describes the technique 
of their treatment in general and the technique 
employed at “ Radiumhemmet” in particular. Dur- 
ing the period from 1909 to 1924, treatment and 
careful re-examinations were carried out at Radium- 
hemmet in 288 cases of hamangioma, eleven cases 
of lymphangioma, and sixty-nine cases of epidermal 
nevi. 

Of the hamangiomata, seventy-six were capillary , 
139 superficial cavernous, and fifty-nine deep caver - 
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nous hemangiomata. Most of the cases were treated 
with radium, but in a few the roentgen rays were 
used. The author recommends the expectant treat- 
ment of Forssell, the main principle of which is the 
use of relatively weak doses at considerable inter- 
vals, each dose being as a rule 20 per cent less than 
the erythema dose. The hamangiomata are carefully 
watched between the treatments and the dose is not 
repeated until improvement is noted. In many cases 
only one such treatment is required to initiate a 
process of healing which resembles spontaneous 
healing. This method gives a better cosmetic result 
than any other. In treatment with the roentgen 
rays the dose is usually 14 the skin erythema dose 
with a filter of 4 mm. of aluminum. 

The result of the radiological treatment of 
hemangioma capillare has been cosmetic restora- 
tion only in children under 1 year of age and only in 
cases in which the size of the hemangioma did not 
exceed 10 by 35 mm. In more extensive hamangio- 
mata capillaria the technique employed at Radium- 
hemmet has not led to cosmetically satisfactory 
_ results. It is desirable that cases be received for treat- 
ment early, preferably during the first year of life. 

In all of the fifteen cases of hamangioma stel- 
late, cosmetic restoration was obtained following 
thermopuncture of the central capillaries. 

One hundred and eighteen cases of hemangioma 
cavernosum superficiale have been treated accord- 
ing to Forssell’s expectant method. In about 70 
per cent, cosmetic restoration was obtained, and in 
about 30 per cent the treatment resulted in improve- 
ment. In 14 per cent only one application was 
necessary. Jn sixteen cases, radium irradiation was 
given in doses which produced an inflammatory 
reaction of the second degree. In 30 per cent of 
these, cosmetic restoration was obtained, but in 70 
per cent atrophic changes developed. Of four cases 
in which the radium doses produced an inflammatory 
reaction of the third degree, atrophy developed in 
two. Hamagiomata of the scalp have been success- 
fully treated by Forssell’s method without causing 
permanent epilation. 

Traumatic ulcerations of hamangiomata have 
also received immediate treatment without com- 
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plications. The result of the treatment is not 
influenced by the age of the child. As the heman- 
gioma cavernosum frequently takes on a rapid 
growth during the first year of life, it should be 
treated during that time. The size of the haman- 
gioma does not affect the therapeutic result to any 
marked degree. 

Of the fifty-nine cases of hamangioma caverno- 
sum profundum, forty-five were treated according 
to Forsell’s method. In twenty-eight of these, cos- 
metic restoration was obtained, and in seventeen 
there was improvement. No atrophic changes devel- 
oped. Elimination of primary beta radiations by 
means of a 14-to 1-mm. extra lead filter has proved 
of great importance in the attainment of a satisfac- 
tory cosmetic result. Treatment with the roentgen 
rays in a small number of cases resulted in improve- 
ment but not in cosmetic restoration. 

Eleven cases of subcutaneous and cavernous lym- 
phangiomata were treated. In two cases in which 
the treatment was given with a 2- or 3-mm. extra 
lead filter and an inflammatory reaction of the 
second degree was produced cosmetic restoration 
was obtained. In the cases in which the treatment 
was given with a 0.5-mm extra lead filter or four 
sheets of paper, cotton wool, and ‘‘sterofil” and an 
inflammatory reaction of the first degree was pro- 
duced there was no obvious effect. More intensive 
irradiations filtered through 3 or more millimeters 
of lead can be obtained with the “radium howitzer.” 
A sufficiently deep effect can probably be obtained 
with this apparatus with consequent disappearance 
of the lymphangioma and without the risk of 
secondary atrophy of the skin. 

The only forms of epidermal navi treated at 
Radiumhemmet were the nevi pigmentosi and nevi 
pigmentosi et pilosi Eleven cases of the former and 
thirty-five of the latter were treated with radium. 
In the cases in which the nevus was successfully 
removed the dose produced an inflammation of the 
second or third degree. With such treatment there 
is the risk of secondary atrophy. When electro- 
coagulation was substituted for radium in these 
nevi, cosmetic restoration was obtained in every 
case, regardless of the size of the navus. 
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CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Gask, G. E., Handley, W. S., Turner, P., Frankau, 
C., and Others: The Treatment of Gangrene 
of the Extremities. Proc. Roy. Soc. Med., Lond., 
1927, XX, 481. 


Gask reported that his experience with peri- 
arterial sympathectomy in four cases of impairment 
of the circulation of the limbs was on the whole 
unsatisfactory, but in one case the operation was 
followed by astonishing and unexplained success. 

He called attention to the discrepancy between 
the physiological and clinical findings and_ the 
necessity for more knowledge regarding the dis- 
tribution and function of the sympathetic system 
and various obscure vascular lesions. As yet, good 
results are not to be expected in senile gangrene. 

Sampson HANDLEY stated that in his opinion 
Gask’s pessimism with regard periarterial 
sympathectomy is not justified since it has been 
shown conclusively that, in man, sympathectomy is 
followed by an increase in the temperature of the 
limb. He contends that Langley’s experiments by 
no means proved the absence of vasoconstrictor 
nerves in the outer coat of the arteries. 

Periarterial injection of alcohol, he believes, is 
performed much more easily than the Leriche opera- 
tion and produces at once a vasodilatation which 
persists much longer than that resulting from the 
Leriche procedure. The ideal time at which to use 
alcohol injections is when gangrene is threatening 
and before it has spread from its point of origin. 

TURNER reported that he had never performed 
the operation of periarterial sympathectomy, but 
in four cases had given alcohol injections according 
to the method recommended by Handley. In one 
case thus treated a remarkably successful result was 
obtained. In another the result promised to be 
successful until the patient developed a cerebral 
hemorrhage. In the two other cases the result was 
a failure, but the condition of both patients was 
entirely unsatisfactory for any line of treatment. 
In all cases there was increasing warmth in the 
extremity. 

FRANKAU and Epwarps each reported two cases 
with varying results. 

AbAMS commented on the treatment of gangrene 
by ligation of the common femoral vein. Experience 
gained in the war showed that ligation of the main 
artery alone is likely to be followed by gangrene of 
the lower limb, but that gangrene will not occur if 
both the vein and the artery are tied simultaneously. 
In cases of sehile gangrene the body has effectually 
ligated the femoral artery; therefore ligation of the 
main vein may be expected to aid the nutrition of 


the limb. In his cases treated by Leriche’s method 
or as suggested by Handley, ligation of the common 
femoral vein was done in addition and it was 
therefore difficult to separate the results. Adams 
believes that surgery short of amputation may 
be of considerable benefit in cases of gangrene. 

SLESINGER stated that he had performed peri- 
arterial sympathectomy fourteen times on eight 
patients. He could see no advantage in Handley’s 
alcohol method over the operation of stripping and 
believes it no safer. All patients re-operated upon 
have requested the operation. The relief of pain 
alone justifies the procedure. 

Ross suggested that the discrepancy between the 
physiological and the clinical results might be due 
to the fact that the nerves in the vessel walls are 
afferent branches. As the control of tonus of volun- 
tary muscles is regulated partly by a reflex arc, he 
believes it probable that a similar arc controls blood- 
vessel tonus and that the arc-controlling tonus may 
be broken on the afferent side by periarterial sym- 
pathectomy. The relief of pain strongly suggests 
that the afferent impulses are blocked. 

WEBER remarked that patients with premonitory 
symptoms of gangrene often get along astonishingly 
well without any sort of operative interference. 

FE. Suackieron, M.D. 


Crile, G. W.: Comparison of the Methods Used in 
the Treatment of Malignancy. Am. J. Obst. & 
Gyncc., 1927, xiii, 529. 

In dealing with any premalignant condition we 
should completely eradicate the growth or let it 
alone. Partial eradication may mean the lighting 
up of a previously harmless condition 

Malignant conditions of the skin, like premalig- 
nant conditions, are best treated by radiation. 

It appears still to be uncertain whether a primary 
malignant bone tumor should be treated by surgery 
or by radiation. Radiation by the X-ray is cer- 
tainly indicated both before and after operation. 
The author discusses his procedure in dealing with 
cancer in various parts of the body. 

E. L. M.D. 


Coffey, R. C.: The Treatment of Cancer: The 
Relative Importance of the Various Agencies 
Now in Use. Northwest Med., 1927, xxvi, 125. 


The surgical cure of cancer is dependent upon the 
removal not only of the primary growth but also of 
the lymphatic glands and vessels intervening be- 
tween the growth and the blood stream. 

It has been stated that postmortem findings show 
that 60 per cent of persons with carcinoma of the 
sigmoid die from obstruction before the occurrence 
of metastasis. The results of surgery of the cancerous 
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sigmoid and cecum are very favorable because the 
intervening or filtering lymphatics can be easily 
removed. 

The two-stage operation has materially reduced 
the mortality in these cases. Practically all operative 
deaths are caused by shock due to haemorrhage, sep- 


sis, or both following the second operation, since in 


this procedure large connective tissue spaces and the 
peritoneal cavity are opened. The author therefore 
devised a two-stage operation in which most of the 
work was done at the first operation. By such an 
operation it was possible to remove not only the 
mesosigmoid but also all of the gland-bearing con- 
nective tissue in the hollow of the sacrum. The older 
operation did not reach all of the upper lymphatics 
in the mesosigmoid. By ligation of the superior 
hemorrhoidal artery where it crossed the promon- 
tory of the sacrum, all danger of hemorrhage was at 
once removed. 

Convalescence following the first operation was 
usually quite stormy because the connective tissue 
in the hollow of the sacrum, which had been devital- 
ized by ligation of the vessels, usually sloughed and 
an abscess developed and perforated into the rec- 
tum. It was therefore necessary to wait until this 
had occurred, and a plan for drainage appeared 
necessary. In the cases of women, drainage was 
relatively easy as a posterior colpotomy permitted 
the drawing of a large drain through the vagina. 
In male patients it was necessary to leave an intra- 
peritoneal drain. This procedure thwarted one of the 
main objects of the primary technique. It was 
soon found, however, that a drain placed in contact 
with the inverted rectum and drawn out through 
the lower end of the wound could be enclosed in a 
peritoneal canal made by bringing the pelvic peri- 
toneum together over the drain. 
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Early cancer of the rectum is among the most 
hopeful of all cancers as its location makes possible 
more thorough removal of the lymphatics than in 
any other part of the body. 

Cancer is inoperable when definite metastases can 
be detected and the growth is so situated that its 
complete removal is impossible. 

It is generally conceded that early carcinoma of 
the cervix in which the growth is entirely confined 
to the uterine tissues must be classed as a purely 
surgical condition. For some unknown reason, 
radium irradiation in these early cases has been dis- 
appointing. Radium appears to give better results 
in later cases. It has been suggested that when a 
cancer has been present for some time and secondary 
infection has occurred, a resistance against the can- 
cer is developed which favors the action of radium. 
Cancer of the cervix is said to be the ideal field for 
the use of radium. 

For cancer of the tongue, endothermy is the 
method of choice. In malignancy of the skin, radium 
needles and the cautery knite have their place. 
The results are less an index of the relative value of 
the agent used than of the ability of the surgeon 
employing it. Antuony F’. Sava, M.D. 


Martland, H. S., Sochocky, S. A. von, and Hoffman, 
H.: Stable Colloidal Lead in the Treatment of 
Cancer. J. Am. M. Ass., 1927, |xxxviii, 911. 


The authors have shown that stable colloidal lead 
has no selective influence upon cancer cells, but is 
stored in the liver, spleen, and marrow. If it re-enters 
the circulation from the storage depots in the body, 
plumbism occurs. Thrombosis followed by general 
necrosis may result, but such therapy is dangerous 
and should not be used empirically by the medical 
profession in general. Paut W. Sweet, M.D. 
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